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When I was Secretary of Health, 
Education and Welfare, and in 
my later work on the problems 
of poverty, race, education, health 
and so on, I had an unparalleled 
opportunity to observe the varied 
conditions that prevent individual 
fulfillment. On the basis of that 
experience, I concluded that the 
greatest single barrier to the 

full development of individual 
potentialities is the wide spread 
existence of those mental or 
emotional troubles commonly 
dealt with under the label of 
"mental health"—ranging from 
the most serious forms of mental 
illness to the sometimes crippling 
personality problems of the 
normally functioning citizen. 
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COMMENTARY 


In my Commentary for the fall issue of MH, I 
discussed three U.S. Supreme Court cases decided 
during the summer, which, it seemed to me, had 
importance for the mental health movement. Iin- 
tended also to refer to two recent cases in the District 
of Columbia, but even editors have to put up with 
space restrictions, and there just wasn't room for them. 


The first, Mills v. Board of Education, is a decision by 
a U.S. District Court, granting summary judgment in 
favor of several plaintiffs—school-age children and 
residents of the District of Columbia, who had been 
denied the benefits of publicly supported education 
because of a variety of mental, behavioral, physical, 
and emotional “impairments.” The ruling follows last 
year's landmark decision in Pennsylvania Assoc. for 
Retarded Children v. Commonwealth of Pennsylvania, 
and extends it to all children of school age, regardless 
of their mental or physical handicaps. The court's 
order requires the District to provide to every child 

a free and suitable publicly supported education, 
regardless of the degree of the child's mental, physical 
or emotional disability, and declares that insufficient 
resources may not be claimed as a basis for exclusion. 


The other case is, of course, the decision of the U.S. 
Court of Appeals in U.S. v. Archie Brawner. Here, 
the famous (or infamous) “Durham rule" of criminal 
insanity was abandoned. In its place was substituted 
the American Law Institute's Model Penal Code rule, 
adopted now by all federal circuits save one. This 
rule asks whether the accused was, by reason of 
mental disease or defect, *deprived of substantial 
capacity," either to appreciate the wrongfulness of his 
act or to conform his conduct to the requirements of 
law. Also, the court adopted the rule of *dimin- 
ished responsibility," under which the degree 
of a crime may be reduced. In such instances, the 
impairment, although not severe enough to warrant 
exculpation, negates the specific mental element 
required of the higher degree of the offense. such as 
premeditation and deliberation. All this may sound 
a bit confusing, SO I plan to offer a fuller adequate 
discussion of this important case 四“ Rutigan Me 


article. 


The letters We have been receiving about je 
"transformation" have been most gratifying, an 


i é ith it. We 
hope that you will continue to be pleased with T 
also hope that you will continue to write us on how 


about the journal's 
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we can best move toward our goal of making MH the 
indispensable journal in the mental health field. 

This goal of indispensability was also the stated aim 
of Volume 1, Number 1 of Mental Hygiene, which 
appeared back in 1917. It makes fascinating reading, 
that first issue, and it illustrates how much things have 
changed .. . and have remained the same. 


In the first category is an article by Walter E. Fernald, 

M.D., superintendent of the Massachusetts School for 

the Feeble-Minded, of which the following excerpt 

is fairly representative: 
The brighter classes of the feeble-minded, with 
their weak will power and deficient judgment, are 
easily influenced for evil and are prone to become 
vagrants, drunkards, and thieves... . As a matter 
of mere economy, it is now believed that it is better 
and cheaper for the community to assume the 
permanent custody of such persons before they 
have carried out a long career of expensive crime. 
The tendency to lead dissolute lives is especially 
noticeable in the females. . . . They either marry 
and bring forth in geometrical ratio a new : 
generation of defectives... or become irresponsible 
sources of corruption and debauchery in the 
communities where they live. 

How much has been learned about men 

in the last half-century! Yet, the misinformation 

purveyed by Fernald and others so long ago continues 

to plague the retarded and their families, in the form 

of antiquated institutions and laws. 


tal retardation 


The second category—how much things have 
remained the same—is characterized by Dr. Thomas 
W. Salmon’s touching piece on an affluent county 5 
institution for the indigent insane: 
This place was built twenty years ago. Perhaps the 
brain which planned it is now dust; nevertheless, US 
ignorant conception of the nature of mental disease 
still determines the kind of care which the country 
gives. . . . Perhaps, too, the hands which laid these 
bricks and forged these iron bars are now dead; 
nevertheless, they still stretch out of the past and 
clutch the living in their cruel graps. . - - . 
Unhappily, the article might as well have been written 
today about any of à number of state and county 
institutions still caught in the cruel grasp of an 
insensitive past and unable to break free of it because 
of the indifference ofthe present. B 


A*cáse for the 
development of 
ore minority group 
mental health 
professionals 


The 
Need 
is Now 


_ By James P. Comer, M.D. 


As psychiatrist would not 
understand this." 

Speaking was a 27-year-old black 
Professor, who was experiencing 
major identity problems at a small, 
Prestigious, predominantly white 
college. He was talking warmly 
about his childhood memories—ex- 
Periences rare to a middle income 
white Society, 

Listening was a black therapist, 
HR approximately 400 in the 
le ry. Today, he and his col- 

agues are part of a trend that sees 
growing numbers of blacks request- 
Ing their services. 
ace parce id 
Dx the fact that many black 
to White Gee, do not want to go 
course, go "de Some will, of 
Therap! ars i non-blacks when black 
Ollers WM ae not available, but 
Such cases, 95 See therapy ii 
Is sie oe their reluctance? 

sistance to therapy? Or 


something more? Let’s examine the 
problem. 


i Comer, a member of the NAMH 
nd of Professional Consultants, is 

‘ociate Professor of Psychiatry, Yale 
“Child Study Center and Associate Dean 
«| pe Yale Medical School. He is also 

‘thor of Beyond Black and White, a 
PSychosocial analysis of American racial 
Conflict, 


As the supportive and adaptive function of 
the black church and other institutions 


continues to diminish, more blacks will seek 


psychological counseling and treatment 


To begin with, we need to realize 
that blacks, like every other group. 
suffer the full range of mental ill- 
nesses. That means they need the 
full range of mental health services 
needed by other populations. 

Im sure some would say that 
constructive social change and not 
individual or group therapy is the 
real need of most of the black com- 
munity. Granted, there is à good 
chance that difficult social condi- 
tions adversely affect detection, the 
time treatment is sought, the kind of 
treatment, and the duration of ill- 
ness and rehabilitation. 

Improving these conditions will 
reduce many mental health-related 
problems for blacks, but there is no 
indication that such improvements 
would eliminate mental illness among 
them. If anything, the improving 
socio-economic condition of many 
black Americans will make it more 
difficult for them to view troubled 
functioning as a consequence of 
injustice. 

Still another point to consider is 
the decline of the supportive and 
adaptive function of the black 
church and other institutions. As it 
continues to diminish, more blacks 
will seek help through psychological 
counseling and treatment. 

Unfortunately, black clinicians— 
social workers, psychiatrists, nurses, 
psychologists—are in short supply. 
Even fewer are trained to work with 
children. As an example, only about 
40 out of the 400 black psychiatrists 


previously mentioned have had 
training in child psychiatry. Of 
these, less than 20 are male child 


psychiatrists. 

Such a shortage is a real problem 
in the face of identity problems re- 
sulting from an above average fre- 
quency of missing black male 
models at home and in positions of 
power and competence in society. 


ITH this as background, we 
W can now turn to the ques- 
tion of whether the reluctance of 
some blacks to use white therapists 
reflects more than simple resistance 
to treatment. A summary of the case 
reports of several black patients 
sheds some light on this issue. 

The first concerns 35-year-old 
Mrs. G., who was referred because 
of diffculty at work and in her mar- 
riage. She and her husband were 
seen together for three sessions. 
After that Mrs. G., who was severely 
depressed, continued the treatment 
alone. She responded well to anti- 
depressant medication and psycho- 
therapy, re-engaged her husband in 
a mutually satisfactory marital re- 
lationship, and generally improved 
her work and life situation. 

Mrs. G. had a deep resentment 
toward whites, which traces itself 
back to age 14 when her public 
school was closed to avoid school 
integration. Without school, she was 
given primary responsibility for 
rearing her younger brothers and 
sisters and denied opportunity for 
her own growth and development. 
Within a year she was pregnant out 
of wedlock and eventually left home 
because of family reaction to her 
and the child. Lonely and isolated, 
she soon became pregnant again— 
this time marrying the father of the 
child, her present husband. 

One part of Mrs. G. understands 
that her family and personal prob- 
lems are largely responsible for the 
course of her life events, the other 
that whites are “mean people” who 
ended the warm and happy side of 
her life and contributed heavily to 
her unhappiness. Her resentment of 
all whites stems from these feelings. 

Because of contacts with whites 
who have related fairly with her at 
work over the past 5 years, she is 
able to articulate an objective to 


consider people as individuals ac- 
cording to their performance rather 
than their race. But she still holds 
deep-seated feelings of anger and 
rage toward whites. 

In the case of the young black 
professor (Professor T.), he had 
been previously treated by white 
therapists several times, but without 
much progress. Much of his prob- 
lem with them simply had to do with 
his being afraid to present his black f} 
experience for fear it would be a | 
source of humor and cause for | 
disrespect. 

As these feelings were probed, it f 
became clear that Professor T. had ~ 
been ashamed of his background. | 
He had even tried to compensate for | 
it by being knowledgeable about fine 
wines and liquor, art and the ope 

Such sophistication only serves | 
to make him feel guilty about 
middle-class status he had achieved. 
since the need was still there to 4 
maintain his carthiness, his soul, his 
blackness. The black therapist indi | 
cated that he understood and ap’ 
preciated this, even that he came 
from the socio-economic back'; 
ground—all of which delighted Pro’ + 
fessor T., who began to open uf. 
more in the course of the therapy. | 


OR Miss A.S., a 23-year- -ol 
black student in a profession? 
school, the reluctance to use whit! 
therapists was even more deep 
seated. Self-referred because of * 
loss of interest in her work, it w“ 
quickly apparent she was very d^ 
pressed. However, she refused to si 
a white therapist. * ‘I can't do it. 
won't do it," she quietly told the 
black therapist who suggested a re 
ferral because of his full schedule. 
Miss A.S. was from the Decl 
South and the first black woman ag 
mitted to a small women’s colle£ 


Racist social conditions and recent heightened 


black awareness have designated the white 


therapist as someone not to be trusted unless 
his individual behavior proves otherwise 


near her home in the mid-1960s. At 
the outset, she had all of the usual 
dreams of fun, friends, and football 
(at the nearby boys school), but in- 
stead came to experience heart- 
breaking isolation, abuse and rejec- 
tion, coupled with maternalistic con- 
cern from a few students and faculty 
members. 

She recounted incident after inci- 
dent of overt racist attacks by stu- 
dents, teachers, and alumni, but was 
determined that they would not 
break her. After low grades and a 
lower spirit the first year, Miss A.S. 
made good grades the second. She 
then transferred to a prestigious pre- 
dominantly white school, where she 
completed her undergraduate train- 
ing. Here, she was well received but 
could only reciprocate at a level of 

uusimal cordiality.” 

fhe damage was done. Miss A.S. 
did not trust white people. In turn, 
this complicated a problem of trust 
she had with men as well as the 
dependence-independence _ struggle 
of late adolescence and early child- 
hood. Complex issues of marriage 
and a professional career then pro- 
duced an action paralysis and a 
depression that greatly interfered 
with her training. In the end, she 
responded well to treatment and 
completed the training but still has 
difficulty in relating to whites. 

These cases represent the racial 
experiences of most blacks. Some 
have dealt with the issue of race and 
can separate internal conflict from 
the social overlay. But this is diffi- 
cult, because the defensive and 
adaptive mechanisms greatly involve 
the social milieu, Conceptually, it 
would appear that successful treat- 
"sens Of black patients by white 
issue of race QUIS confronting the 
mill" a “ce as “grist for the therapy 

“Notion that empirical evi- 
dence, to date, supports. 


In considering whether this trend 
of rejecting white therapists will 
continue to grow, or if such a reac- 
tion is legitimate, let's first look at 
the element of trust. 

To begin with, if this funda- 
mental requirement in the thera- 
peutic process cannot be established, 
it won't matter anyway whether a 
therapist has or does not have the 
same or similar experiences as the 
patient. 

Society has designated the thera- 
pist as a person to be trusted unless 
his individual behavior indicates 
otherwise; however, for many blacks 
the reverse is true. Racist social 
conditions and recent heightened 
black awareness have designated the 
white therapist as someone nor to 
be trusted unless his individual be- 
havior proves otherwise. 


His is obviously a perfect situa- 
T tion for many black patients 
to avoid therapy, and some use it 
to do just that. But the examples 
cited show very intense and com- 
plex feelings and forces at play. For 
many blacks, the reluctance and re- 
fusal is more than simply resistance. 
The experience of the college stu- 
dent—direct and severe—is the kind 
most likely to make interracial 
therapy extremely difficult; to make 
reluctance and refusal to enter such 
a relationship most understandable. 

In passing, it should be men- 
tioned that reluctance also provides 
some white therapists the perfect 
out when they would like to avoid 
troublesome transferrence problems. 

If blacks gain sufficient economic 
and political power within the total 
social system, the reluctance and 
refusal to be treated by white thera- 
pists should decline. This develop- 
ment would decrease the number 
of traumatic racial incidents and 


the general climate of racial antago- 
nism that have created the problem. 
Already more and more blacks enter 
black and white relationships with 
less need of overly passive and 
overly aggressive expression. But 
deterioration of racial conditions in 
the future would make successful 
interracial therapy extremely diffi- 
cult to rarely possible. Additionally, 
therapists—both black and white 一 
need to better understand the black 
experience as well as to appreciate 
their own racial prejudices and 
"blind spots." 

Without considering the problem 
of trust, many mental health edu- 
cators have moved to increase the 
numbers of black mental health pro- 
fessionals. As the problem has be- 
come more apparent, the recruit- 
ment and training of black mental 
health professionals has become an 
urgent matter. At the present time, 
this manpower pool, though grow- 
ing, is small, because of limited op- 
portunities. 

Consequently, many mental health 
planners look at the education prob- 
lems confronting seriously denied 
segments of the black population, 
despair, and look for another solu- 
tion. 

A just solution would entail up- 
grading educational efforts available 
to blacks from  pre-kindergarten 
through graduate school. Aside from 
the cost, there is little time. The 
demands are pressing and urgent. 
The need is now. For many plan- 
ners, the answer is a paraprofes- 
sional mental health worker—a 
technician trained in psychothera- 
peutic techniques who works with 
or under the supervision of mental 
health professionals. . 

_ is something to be said for 
this approach, but there = 
some dangers. The paraprofessiona 
therapist emerged from the com- 


munity mental health center thrust 
of the 1960s. In attempting to serve 
populations other than the white 
middle- and upper-income groups, 
two problems became apparent. 
First, there simply are not enough 
mental health professionals—black 
or white—to meet the need and not 
enough interested in working with 
such groups. Secondly, professionals 
with different backgrounds were 
often not acceptable to low-income 
or minority group patients, or else 
they found difficulty in relating to 
such patients. 


T oo many mental health profes- 
sionals referred treatable pa- 
tients to state hospitals for custodial 
care, because they felt they had 
“little psychological mindedness.” 
Others considered low-income pa- 
tients untreatable because of “over- 
whelming social problems” and so 
on. Also, many low-income and 
minority group patients treated by 
white, middle-income professionals 
complained that their therapist 
didn't understand them; worse yet, 
didn't like them. Thus, there was 
not only a problem of insufficient 
manpower, but a very real problem 
of desire and capability. 

Now many paraprofessionals are 
able to do an excellent job within 
the sphere of their training—which 
is to be expected—for some are 
very bright people capable of pro- 
fessional education and training. 
However, for a variety of reasons, 
particularly poverty and racist social 
policy affecting public schooling, 
they are under-educated and under- 
trained. Because they are capable 
and trainable, the question then 
becomes, “Who needs mental health 
professionals?” The education of 
these people is long and costly. And 
those who finance this education, 
public and private, are understand- 
ably interested in whether or not 
they can’t get more for their money. 

Utilizing capable paraprofession- 
als as therapists and technicians— 
with adequate training and supervi- 
sion—appears to be reasonable. In- 
deed, they have been most involved 
in new and promising treatment 


approaches, such as group and ac- 
tivity therapy. But paraprofessionals 
working without professionals in the 
medical, social, and psychological 
area would constitute an incomplete 
and, therefore, second-class mental 
health delivery system. 

The problem is that the progres- 
sion from paraprofessional status 
with a professional team to primary 
treatment responsibility without 
team support is not only possible, 
but probable. It is also probable 
that group-, activity-, and adapta- 
tional-oriented therapy by parapro- 
fessionals would give way to more 
one-to-one therapy—the high pres- 
tige method. 

Here, it is interesting to note that 
Federal legislation first required the 
director of community mental health 
centers to be a psychiatrist, which 
was later changed to any qualified 
mental health professional, and fi- 
nally to any competent person. This 
and other developments are indica- 
tions that we are about to develop 
what will ultimately be a second- 
class mental health delivery system 
for minority group patients. 

At the same time training of more 
paraprofessionals is being pushed, 
efforts to increase the number of 
black mental health professionals 
are floundering because of inade- 
quate funding. Current cutbacks in 
training funds from Federal agen- 
cies will hurt blacks and other 
minorities the most, and few poten- 
tial black mental health profession- 
als can afford a long training pro- 
gram without adequate financial aid. 


S one example, a 1972 Health, 
A Education and Welfare plan 
to make loans available to medical 
students through banks rather than 
medical schools could have, if car- 
ried out, cut minority group enroll- 
ment by more than 50 percent. In 
turn, this would have severely cut 
the already small pool from which 
black psychiatrists are drawn. 

Without the input of minority 
group mental health professionals, 
there is a real possibility that the 
quality of care in low income and 
minority group communities will 


suffer—in the long run if not the 
short. Dysfunctional power strug- 
gles between professionals and para- 
professionals are almost inevitable, 
and this is even more likely where 
black-white issues can fuel the fire. 

In addition, mental health pro- 
fessionals rather than paraprofes- 
sionals are more likely to be involved 
in consultation, teaching, writing, 
administration and policy-making 
aspects of the mental field. There- 
fore, it’s important to have black 
mental health professional input in 
these areas. In fact, some minority 
group professionals believe that the 
emphasis on the development of 
paraprofessionals without the con- 
comitant emphasis on development 
of more minority group profession- 
als reflects an effort to preserve 
these areas for white professionals. 

Some will argue that two systems 
are developing along the lines sug- 
gested. But the so-called second- 
class system may, in fact, be better 
than the so-called first-class system. 
For one thing, the therapist is “of 
the people," the service is less for- 
mal, and the focus must be on 
mental health, enabling the con- 
sumer to function rather than on 
mental illness and iatrogenic patient- 
hood. Such benefits are needed 
throughout the mental health care 
delivery system without regard to 
income. . 

It is probable that group, activity, 
and other therapy techniques used 
in low-income communities would 
work very well for middle- and 
upper-income people. It is also true 
that many low-income and minority 
group people may benefit from one- 
to-one treatment situations. In €s- 
sence, therefore, the full spectrum 
of approaches and professional an 
paraprofessional personnel shoul 
be available to all income groups. 

Moreover, all clinicians should be 
helped to develop approaches most 
in keeping with the needs of their 
patients rather than utilizing those 
they are most comfortable e 
This end can probably be game 
better by including community peo- 
ple in decision-making or decision- 
reviewing rather than by developing 
armies of paraprofessionals. 


A LIFE Magazine Account of One Man's 
Victory Over Depression Gives Others Hope 


Ties That Bind 


By Percy Knauth 


p in the little attic room where 

I stay when I am working in 
New York, the telephone rang 
sharply. It drilled through my deep 
sleep, destroying a dream as it went, 
and finally penetrated to my con- 
scious mind. I picked up the re- 
ceiver, glancing at the glowing num- 
bers of the digital clock. It was 
3 a.m. 

The voice on the other end was 
low, but it had a charged intensity 
that brought me wide awake. It was 
a woman's voice, and now that I 
had answered she scemed to be un- 
certain, surprised that she had 
reached me, unsure of what to say 
next. I asked her, "Is something 
wrong?" 

“Mr. Knauth,” she replied, "Pm 
terribly sorry to have awakened 
you. I never should have called, 
Mr. Knauth, a freelance writer and 
editor, was honored recently by the Na- 
tional Association for Mental Health for 
publishing the story of his own mental 
illness and recovery in an effort to fur- 
ther educate the public on this disease. 
His story, “A Season in Hell," appeared 
in the June 9, 1972, issue of LIFE 


magazine. 


really. But I’ve been sitting here for 
hours, trying to make up my mind, 
and finally I thought Fd take a 
chance...” 

Somewhat foolishly, perhaps, I 
said again, “Is something wrong? 
What's the matter?” And then, in 
a quarter hour of rushing words, I 
got her story. 

It was a familiar one for me, hav- 
ing myself just surfaced from the 
depths of a depression lasting nearly 
a year. 

She was a housewife in West- 
chester County who had read the 
article (“A Season in Hell") I had 
written for LIFE magazine on my 
own depression. Her own hell had 
already lasted for 2 years, she said, 
and she saw no end in sight. Like 
me, she had her hoard of pills that 
at any time could end it all. But 
every time she decided to take them, 
the thought of leaving forever her 
husband and children stopped her. 
She couldn't live, she couldn't die: 
what was she to do? 

We must have talked for nearly 
an hour. With the memory of mv 
own depression still so vivid in my 


mind, I felt I had to do something, 
say something, that would help her. 
Was she seeing a psychiatrist? Yes, 
she had been seeing one for two 
years, but talking about her illness 
did her no good, and the doctor did 
not believe in anti-depressant pills. 
Was she getting any help from her 
husband? "He is endlessly patient 
with me," she said, "but he doesn't 
really understand what's the matter 
with me and so he doesn't know 
what to do." 


S stopped for a moment, took 
a deep breath, and then went 
on. “Your article was the first sign 
Tve ever had that there are people 
who do understand whats wrong 
with me, that I'm not the only one 
who suffers from this, and that there 
might be a way out for me. "For 
God's sake," she concluded on a 
rising note of despair, "What shall 
1 do?" 

I don't know if, in the end, I was 
able to help her or even give her 
some comfort, although 1 tried. It 
is very dark down in that valley of 


despair, and even the smallest ray 
of light can help a desperate human 
being wandering there. I do know 
that the experience gave me a new 
insight into depression. I had never 
before spoken to anyone who was 
actually suffering from it at that 


moment, and I realized there is 
something that amounts to almost a 
moral obligation on the part of those 
who have been cured to turn back 
and help their fellow-sufferers. For 
there is not nearly enough knowl- 
edge of this dreadful affliction 
among the public at large; there are 
far too many for whom it is as 
mysterious and inexplicable as a 
bolt from the blue. 

Depression is a frustratingly diffi- 
cult thing to explain to anyone who 
hasn't suffered from it. It gets all 
mixed up with feelings of guilt, and 
shame, and worthlessness; to many, 
it seems a disgraceful sign of weak- 
ness that they cannot “snap out of 
it” as family, friends, even doctors 
so often tell them to do. The very 
symptoms of the disease work to 
prevent the patient from being able 
to explain them; the fact that it is 


the mind which is affected makes it 
impossible for them to reason with 
themselves or others, 

And yet the Painful needs of 
hundreds, even thousands, who suf- 
fer from acute depression continued 
to cry out to me for weeks after my 
article was published. And with 
each letter I received and read, I 
realized. more poignantly that it is 
only the person who has suffered 
from depression, or the doctor who 
has Studied it, who can supply the 
unlimited amounts of love and un- 


derstanding that are so urgently 
required. 


Cc some of the voices 
that came to me from this 
melancholy file of human suffering. 
“Please,” Says one, "please, don't 
fail me. You are the first person T 
have ever known who seems able 
to understand what is happening. 
Please. ." This from a mother 
Who was Watching helplessly while 
her 22-year-old daughter struggled 
in the depths of depression, desper- 


ate because she did not even know 
What was wrong. 


I have a long letter from a man 
who was a practicing Catholic priest 
when his private hell first began. He 
was sent initially to a private sani- 
tarium, where cvery facility for psy- 
chiatric counseling was open to him, 
in a setting of considerable luxury. 
He left that hospital even more de- 
pressed than when he went in. : 

For four years, while carrying 
out the duties of the priesthood, he 
struggled against growing despair: 
then, entirely on his own initiative, 
he went to a veterans’ hospital. 
Here, in surroundings that verged 
on squalor, cooped up with scores 
of depressed patients, schizophren- 
ics, alcoholics, he came to feel that 
he had in all truth reached a dead 
end, a place where the blind were 
trying to lead the blind. 

He was being treated by yout! 
doctors whom he thought had li 
or no clue to the complexities of l 
Catholic priests mind—and Ye 
here, in this unlikely place, he Mae 
the key to his cure: involvement: 
“I am once again aware," he wrote 
me, "that the redemptive power O 


hful 
ttle 
a 


Jesus Christ is at work in the world 
and has touched me. It touched me 
in a veterans’ hospital where the 
miracle drug is not penicillin nor 


thorazine but rather involvement 
with your fellow man." 

Loneliness is the abiding terror 
of the depressed patient. It follows 
him everywhere; it haunts his fitful 
sleep; it mocks him in those gray 
hours before dawn; it walks with 
him through every day. He believes 
that he is utterly alone in his suffer- 
ing, cut off from family, friends, 
church, and all the big and little 
props with which a person normally 
Shores up his life. If there were 
some way that depressives could 
stave off loneliness, if some channel 
of communication could be opened 


between them and those former 
sufferers who can and do under- 
stand. . ,. 


| don't know if there is something 

like "Depressives Anonymous" 
that could help those who cannot 
help themselves. But I do know that 
I have had letters from people 


whose plight is heart-rending be- 
cause they are so far removed from 
any possibility of help, marooned in 
remote, small towns where there is 
not even a psychiatrist to turn to, 
and where the malady from which 
they suffer is considered a disgrace 
by their friends and family. 

I have a letter from a 46-year-old 
engineer and father of four in Cali- 
fornia. He wrote that for more than 
à year now his mind has dwelled 
constantly on suicide, for the same 
reasons that my mind did: an over- 
whelming sense of worthlessness, 
impotence, hopelessness, and de- 
spair. “Your article struck a deeply 
responsive chord in me,” he wrote, 
“and I respond to an impulse to 
share thoughts with you as you have 
done with your readers.” This man 
had found no help in psychiatric 
counseling, and where he lives the 
latest discoveries in anti-depressant 
medicine do not appear to be known. 

How long will it be before he 
gives in to the tempting thoughts of 
suicide that are his constant com- 
panions? I do not know; I only 
know that in reading some of these 


letters I have the feeling that T am 
a communicant in a matter of life 
or death. That is a tremendous re- 
sponsibility, a fearful burden. Is 
there no way we can share it among 
ourselves, those of us who have 
walked this road? 

One more letter, from a man in 
Texas. “No one but you and I. and 
all the persons who have either lived 
through or destroyed themselves as 
a result, can appreciate how agoniz- 
ing a hell we speak of... . Your 
article came to my attention about 
2-3 weeks after my wife finally had 
sense enough to force me to seek 
medical advice. I was positive I was 
either mad or utterly worthless, and 
either alternative was a dead end. 

“So what did your article do for 
me? It gave me courage to face the 
possibility—no matter how slim— 
that there is a hope, a chance, and 
that I am the victim and not the 
perpetrator of my own condition. 
Very simply, your article makes me 
want to fight—and win" 

If this kind of response can be 
elicited from a depressive patient, 
then his battle is as good as won. B 


OBOTOMY and psychosurgery are 
L upon us again! 

In Philadelphia a black man dies 
of an overdose of heroin, and a re- 
porter notices peculiar scars on his 
head. A portion of his brain has 
been burned out in an experimental 
attempt to cure his addiction. The 
neurosurgeon is located by the re- 
porter and admits that his monkey 
experiments were inconclusive be- 
fore trying his operation on human 
addicts. 

In Louisville a woman is blinded 
by a prefrontal lobotomy. Testi- 
mony in a lawsuit against her sur- 
geon indicates that this 30-year-old 
woman was lobotomized for pain of 
psychological origin without being 
given an opportunity in psychother- 
apy. 

In Jackson, Miss. a neurosur- 
geon uses a mutilating operation on 
hyperactive children as young as 
age 5. He describes one child whose 
brain he coagulated with electrodes 
half-a-dozen times. The child is now 
easier to manage on the ward, but 
intellectually he is deteriorating. 
This neurosurgeon refuses to answer 
questions about the race of his 
young patients and declines to let 
reporters and legal investigators see 
them. But someone slips onto the 
wards and discovers three of the 
children are black. 

In California, the prison system 
denies plans to operate on “difficult” 
prisoners until letters are uncovered 
detailing extensive plans for a psy- 
chosurgical program in cooperation 
with the University Hospitals of 
California in San Francisco. When 
it is then discovered that three pris- 
oners have already been subjected 
to multilating operations, the prison 
officials decide to boast publicly 
about their best case. But a lawyer 
discloses a prisoner’s whereabouts, 
and he is found to be physically 
crippled and emotionally worse off 
than before the operation. 


Dr. Bregein is Director of the Project to 
Examine Psychiatric Technology at the 
Washineton School of Psychiatry, where 
he is also in private practice. He is also 
the author of a recent novel, After the 
Good War. 


In Boston a depressed woman is 
operated on several times with 
chronically implanted electrodes un- 
til she refuses further surgery, tells 
her surgeon she never wants to see 
him again, and expresses rage at her 
psychiatrist as well. She kills herself 
the first chance she gets, but the 
case is reported as “gratifying” by 
her doctors who argue that the 
woman must have been recovering 
from her depression, otherwise she 
would not have had the energy to 
kill herself. 

Meanwhile, more subtle research 
is in progress. In Boston, patients 
are skewered through the brain with 
two large electrodes, each contain- 
ing as many as 40 smaller electrodes 
for brain stimulation and brain- 
wave recording. These electrodes 
are left in place for up to a full year 
for remote control experiments be- 
fore the psychosurgery is performed 
by heating up one of the wires. 

At Tulane, homosexuals are stim- 
ulated in their "pleasure centers" 
while watching stag films—to con- 
dition them to heterosexuality. The 
same psychosurgeon holds the un- 
official “record” of 120 electrodes 
implanted in the same person at one 
time. X-rays give the impression of 
a living pin cushion, but the doctor 
writes that his work is “therapeutic” 
rather than experimental and that 
his electrodes can do no harm. 


T the San Francisco Children's 
Hospital, ultrasonic radiation 
(the stuff that knocks the calcium 
off your teeth) is sprayed into the 
frontal lobes of patients, including 
one 13-year-old girl. Not surpris- 
ingly, this inventive. neurosurgeon 
is an ex-dentist. 

Nor do psychosurgeons limit 
themselves to clinical aspirations. A 
group of Boston psychosurgeons 
writes in the Journal of the Ameri- 
can Medical Association that ghetto 
riots cannot be caused by political 
factors alone and that violent rioters 
may suffer from brain disease. The 
Justice Department rewards them 
with a grant to develop "screening 
methods" to find the violent prone 


among us and to develop psycho- 
surgical means for their control. 
Even Congress gets into the act and 
awards them $500,000 one year and 
a million the next. 

All this is not the work of a few 
cranks, but of a large number of 
respected neurosurgeons and psy- 
chiatrists working in several dozen 
or more medical centers around the 
country, including Boston, Hart- 
ford, New York, Philadelphia, New 
Orleans, Louisville, San Francisco, 
Santa Monica, and the National In- 
stitutes of Health.* 

No one knows how many opera- 
tions are being done each year in 
the United States—perhaps 600 to 
1,000—but everyone agrees that we 
are witnessing a worldwide resur- 
gence of lobotomy and psycho- 
surgery. 

The surgeons have even formed 
what's now called the International 
Association for Psychiatric Surgery. 
They meet and speak frequently at 
conferences. Besides that, many new 
books and papers are coming out, 
and even standard psychiatric texts 
are again describing psychosurgery 
as a legitimate treatment. 

The new targets are not backward 
state hospital patients, but mostly 
neurotics—depressed, anxious, ob- 
sessive and elderly individuals, the 
majority women. Having disgraced 
themselves with the wholesale muti- 
lation of 50,000 state hospital pa- 
tients through the 1950s, the psy- 
chosurgeons, many of them the 
same men, now turn their weapons 
upon those patients they can catch 
on a neurosurgical service of a 
general hospital. 

The variety of operations is enor- 
mous. One neurosurgeon places a 
net of electrodes across the frontal 
lobes and gradually coagulates the 
patient over a period of months, 
depending upon how "good" his 
behavior is on the ward and at 
home. Others still use the old- 
fashioned knife on the frontal lobes. 


* Most have been documented in detail 
in my resource paper published in the 
Congressional Record of Feb. 24, 1972, 
pp. E1602-1612, while others have been 
disclosed in the press and in the courts. 
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The area of the brain attacked also 
varies widely, including deeper por- 
tions of it (such as the thalamus, 
hypothalamus, cingulum, and amyg- 
dala). But all the operations have 
two things in common: they muti- 
late non-diseased tissue, and they 
blunt the overall emotional and 
intellectual responsiveness of the 
mind. They subdue or pacify- the 
individual, regardless of the nature 


of his symptoms or the cause of his 
difficulties. 


CIENTIFICALLY, the work of 
S these men can be quickly dis- 
missed. In the four decades during 
which they have published hundreds 
of papers, they have not produced 
one controlled study comparing the 
effects of their therapy to the effects 
of other therapies, or no therapy at 
all. In the last decade, they have 
almost given up reporting detailed 
case histories and usually rely upon 
one- and two-word clinical descrip- 
tions, such as “depressed” or *ob- 
sessive," followed by a number to 
indicate the degree of recovery. 

Sadly, the only controlled studies 
we have from the entire onslaught 
are retrospective. Looking back 
over the first wave of lobotomies, 
the results are uniformly dismal. 
The patients still have their psychi- 
atric symptoms, now compounded 
by lethargy, loss of interest in them- 
selves, and intellectual deterioration 
—the natural outcome of mutilating 
the higher centers of the brain. 

We can expect the same results, 
though less severe, perhaps, from 
the newer, more limited operations. 
Writing about more conservative 
forms of lobotomy in 1959, Walter 
Freeman, the Dean of Lobotomy, 
describes the patient's “loss of self.” 
After a successful lobotomy, he 
says, "What the investigator misses 
the most in the more highly intelli- 
gent individuals is the ability to in- 
trospect, to speculate, to philoso- 
phize, especially in regard to the 
self. Maybe it was the abnormal 
development of these intellectual- 
emotional exercises that got the pa- 
tients into trouble." 


The lobotomies described by 
Freeman are still being done 
throughout the country and are the 
object of at least one current law 
suit. But even the most conserva- 
tive lobotomies are known as “blunt- 
ing" operations. Arthur Winter 
states that his patients become 
"more placid—sometimes passive." 
William Scoville, who has replaced 
the deceased Walter Freeman as the 
nation's spokesman for lobotomy 
and psychosurgery, has described 
even the most refined of the recent 
operations as a “partial” lobotomy, 
even though they destroy tissue be- 
low the frontal lobes. 

With the advent of the current 
public controversy, some of these 
men have tried to retract, or even 
deny, their previously published re- 
marks. But these reports are too 
consistent to be so easily censored. 

In the most recently published 
pro-psychosurgery book, Ruth An- 
derson gives the most detailed de- 
scription now available of the effects 
of one of the most refined opera- 
tions (amygdalotomy). Although 
this operation avoids damaging the 
higher centers of the frontal lobes, 
she still finds that the effects are 
similar to those of a lobotomy. 

She observes, “Typically the pa- 
tient tends to become more inert, 
shows less zest and intensity of emo- 
tions. His spontaneous activity tends 
to be reduced, and he becomes less 
capable of creative productivity.” 
She also finds that his ability to 
learn is sharply reduced. 


N a recent panel with me, 

Sano, another of the world’s 
most experienced psychosurgeons, 
described his operation (hypothala- 
motomy) as “sedative neurosur- 
gery.” This is his "best" case, a 
young child: Emotional and person- 
ality changes: the patient became 
markedly calm, passive and tract- 
able, showing decreased spontaneity. 
Similarly, Balasubramaniam speaks 
of his psychosurgery (amygdalot- 
omy) as “sedative neurosurgery . . . 
where a patient is made quiet and 
manageable by an operation.” His 


most “remarkable” case, again a 
child, became quiet, bashful and 
was a model of good behavior. 
Psychosurgeons most often ra- 
tionalize their work as an effort to 
reduce the individual's *anxiety" or 
"tension," without mentioning that 
this merely reflects an overall loss 
of vitality. Their second most popu- 
lar rationale, that so-called mental 
illness is biological, is unproven. 
But even if it were true, it makes no 
sense as a justification for brain 
mutilation. If minimal brain dys- 
function (so minimal it cannot yet 
be detected) can produce severe 
disabling symptoms, then why would 
increased brain dysfunction from 
surgery improve upon anything? 
The occasional contention that 
psychosurgery treats specific dis- 
eases with specific operations is not 
even supported by most experience 
psychosurgeons. Scoville has re- 
cently written that each of the ope! 
ations produces the same “blunting 
function and that one operation wil 
eventually be settled upon for al 
forms of psychiatric disorder. Mean- 
while, each psychosurgeon has his 
own favorite operation, and he uses 
it on every case that comes mu. 
Had there been any doubt abou 
the non-specific leveling effects Of 
these operations, the animal I 
search literature should have i 
pelled them. In nearly all aap 
the operations produce the same ut 
sult, regardless of the presen d 
absence of disease. The animals . 
come more tame, more a 
more helpless, and less able to ped 
and to adapt to their natural v 
roundings. They become m xd 
easier to manage in cages but U 
less for anything else. — 
The most serious questio 
psychosurgery are ethical an 
cal rather than scientific. 
dare treat man in so cynical 
ner, reducing his humanity make 
his problems? Do we wish to Ls 
life more tolerable for a Wome eru 
for those around her by e ac ns 
of her life away? Do we kem edi 
vade the provinces of "sel hag Ms 
ing the person by reduci ee 
we 
capacity to be a person. Do 


ns about 
d politi- 
Do we 
a man- 
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to produce living abortions—or 
more accurately, victims of partial 
euthanasia? Euthanasia, controver- 
sial enough in those dying of dread- 
ful diseases, becomes a menace 
when performed on psychiatric pa- 
tients. 

Psychosurgeons and their sup- 
porters are fond of saying that the 
brain, like the lungs and kidneys, 
can function adequately with a large 
part removed. But when a man's 
respiratory potential is reduced or 
when his excretory functions are 
limited by surgery, the man himself 
—the person whom we know and 
who knows himself—remains the 
same. When the capacity of the 
brain is reduced by a psychosurgeon, 
so too is the capacity of the mind. 
The man is changed, reduced, made 
into something less than he was. 


T is one thing for a man to have 
| “shallow breathing," another to 
have a "shallow mind." Thus, all 
destructive changes in the mind, un- 
like the body, become qualitative as 
well as quantitative. Even if the loss 
is only partial, we are still dealing 
with a change in the essence of the 
person. 

This loss of "humanity" in the 
mutilated individual can be looked 
at from many sides. Whole books, 
entire novels only manage to touch 
upon the subject. Another way to 
approach the issue is this: “Is man 
a machine, or is he a creature with 
a creative will?" 

If life is to have any moral mean- 
ing, man must be treated as if he 
has free will. The problems of life 
can then often be examined and 
understood as reflecting the anxiety 
generated by free will, the agony of 
choice, the despair of failure to 
choose and to act. What is man 
without this capacity? When we 
partially destroy the individual's 
brain, we bring him and those 
around him some measure of peace, 
but at the price of his irrevocable 
and inescapable enslavement to a 
permanently defective mind. 

It is time to rid ourselves of the 
notion that lobotomy and psycho- 


surgery are "medical treatments." 
That something is done by a sur- 
geon in an operating room does not 
make it “medical.” Like the ampu- 
tation of the clitoris or the testes 
in cases of sexual deviance, psycho- 
surgical operations are best com- 
pared to the still more ancient prac- 
tices of cutting off a limb or poking 
out the eyes of accused criminals. 
That doctors do the mutilating 
should not distract us from the func- 
tion it serves—impairment of the 
individual to control his behavior. 

Nor is voluntary consent a suffi- 
cient protection from such atrocities. 
Witches volunteered for burning; 
some slaves willingly accepted their 
masters. Miserable, suffering, humil- 
iated human beings will often sub- 
mit themselves to the most cruel 
treatment, They will seek it out, as 
some individuals will maim them- 
selves or commit suicide. 

We can recognize the individual's 
right to harm or kill himself, but 
we can never permit someone else 
to harm him or to help him toward 
his self-maiming or suicide. Thus, 
while suicide itself is considered a 
right by libertarians, murder is never 
sanctioned. Psychosurgery is a par- 
tial murder, and no one should con- 
fuse the issue with a "personal right 
to treatment." 

From a practical standpoint, the 
issue of voluntary consent becomes 
particularly hypocritical when ap- 
plied to prisoners and mental pa- 
tients. Due to their circumstances, 
they are easily subjected to intimi- 
dation. 


IMILARLY, the consent form in 
S the psychosurgical unit of the 
California prison explicitly stated 
that the prisoner would be released 
from solitary confinement in return 
for his "consent" to treatment. 
Given the powerlessness and the 
vulnerability of mental patients and 
prisoners, it is folly to see any pro- 
tection in voluntary consent. 

The physician who chooses to 
command the spiritual life and death 
of an individual takes a terrible 
moral responsibility upon himself. 


The result at best is the hardening 
of the physician to moral issues. 
Thus, the latest texts on lobotomy 
and psychosurgery make no mention 
of any moral issues. They seem not 
to exist for the surgeons! 

The exercise of this power brings 
very practical consequences, many 
of which are already apparent in the 
treatment of psychiatric patients. 
Because we can resort to involun- 
tary hospitalization, stupifying and 
paralyzing drugs and electroshock, 
we too often overlook the real hu- 
man needs for love, kindness, un- 
derstanding, and courage. We may 
also fail to grasp the real life prob- 
lems confronting the patient. 

The political issues are ultimately 
the most important, for what is now 
a threat to individuals may event- 
ually become a threat to the nation. 
As technology more and more be- 
comes "the cure" for personal and 
political problems, we will increas- 
ingly lose track of ourselves as 
individuals. 

Minorities will, of course, be the 
first to suffer. It is no surprise that 
poor people, the elderly, and women 
were the primary victims of the first 
wave of lobotomy in the state hos- 
pitals. It is no surprise, either, that 
ghetto rioters were the first concern 
of the Boston psychosurgeons, that 
black prisoners and children are 
among the first victims as psycho- 
surgeons move into prisons and 
children's institutions, and that 
women and older people again dom- 
inate the statistics in the new wave 
of psychiatric surgery. 

The first wave of lobotomy ap- 
palled many professionals and much 
of the public, but it slipped by with- 
out encountering any significant re- 
sistance. While they grumbled to 
themselves, the professionals did 
nothing to stop their colleagues; and 
the public, while somewhat dis- 
mayed, lacked initiative and infor- 
mation. It is time to take action— 
through professional and public so- 
cieties, through the courts, through 
hospitals and government institu- 
tions, and through state and federal 
legislation—to abolish lobotomy and 
psychosurgery. B 
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Women 

are urged 

to insert 

their values 

in the mainstream 
of society 


What 
We're 
All 
About 


By Gloria Steinem 


would like to tell you an anthro- 
l pological story. For the first half 
of human history—say from 12,000 
to 8,000 B.C, more or less—it 
seems likely that we had a gyne- 
cocracy, which means the treatment 
of women as first class citizens, the 
worship of them as goddesses and, 
in general, the control of society by 
women. 

A lot of the reason that this was 
true was the act of childbirth—still 
very mysterious and, therefore, much 
envied and much worshipped. It 
was thought that women bore fruit 
like trees when they were ripe. 
Paternity had not yet been discov- 
ered—a day I like to imagine as a 
big light bulb over somebody’s head. 

Actually, there’s some evidence 
now that women discovered pater- 
nity many hundreds of years before 
they told men about it, because they 
wanted to preserve their indepen- 
dence. But with the discovery of 
paternity—which was at least as 
cataclysmic an event for Society as 
the discovery of how to make fire, 
or how to make metals, or how to 
shatter the atom—many things be- 
gan to change. 

The act of childbirth itself was 
no longer mysterious and was no 
longer the center of male religious 
ceremonies in which they imitated 
that act. The idea of the ownership 
of children by men began. The 
treatment of women as means of 
production began. We produced the 
workers and the soldiers and, there- 
fore, began to be regarded as the 
means of production that itself had 
to be controlled. 

The system of marriage and, in 
general, the treatment of women by 
virtue of their physical and visible 
differences is what came to be the 
first. political subjugation, the first 


Ms. Steinem is one of the leading figures 


in the feminist movement and editor of 
Ms. magazine. 
This article was compiled from remarks 
made by her in a recent address to mem- 
bers of the New Jersey Association for 
Mental Health. 


second-class group—one used grad- 
ually more and more for unpaid or 
underpaid labor. 

This group used to perform those 
tasks that the ruling class did not 
want to perform. That was a very 
long revolution, which probably 
took thousands of years and was not 
without reaction. 

I think it’s important to look at 
what we know about that society. 
It is important to understand that 
childbearing was not always re- 
garded as an inferior function as 
we have somehow brought ourselves 
to believe, but that it was once wor- 
shipped. The first half of human 
history was, I suppose, one of womb 
envy instead of penis envy, which 
seems every bit as sensible to me 
and that, to a large degree, the value 
of work and the value of social 
function is in the eye of the observer. 


N other words, the fact that we 
| now consider hunting a superior 
activity is largely due to the fact 
that men did it. Isolated out there 
in the bush, they often turned p 
to be creatures who were fleet O 
foot but not very bright- 一 while 
women, even in those patriarcha 
structures, were at home tilling the 
fields, building houses, developing 
animal husbandry and metallurgy: 
language, etc. e 

So we must look at all activ! "i 
with new eyes. We must ocn 
all human work as valuable, and bes 
must understand that the down 
ing of work relates not only to the 
quality of the task itself, but to 
fact that women do it. a 

There was a friend of Hi 
lawyer whose son went to e of 
She had been a lawyer during ved 
his memory. Asked if he, t00, SONG. 
like to be a lawyer. he a UE 
that's women's work." So, un "den 
shatter these myths, until We omi 
with the fundamental myth of is be 
an's inferiority, we will no 
able to free ourselves from the K us. 
structure that it has imposed Oe ath- 

Now, to go back to ed years 
taking course through 5.0 


ties 


of history. It was perhaps inevitable 
that other groups, especially ones 
marked by linguistic or racial dif- 
ferences, should follow the same 
pattern of subjugation as women so 
that when they were brought into 
Society as captives or slaves, they 
were very often quite literally given 
the role of women. They, too, were 
given the work to do that was con- 
sidered inferior in that society—the 
repetitive, boring, or unrewarding 
work. So there always has been a 
very deep parallel between women 
of all racial groups and any groups 
of men in the society marked as 
second-class. 

We saw it when slaves were 
brought to this country, and there 
was no notion of what legal status 
to give them. They were given the 
same status as chattels. The punish- 
ments for refusal to accept the 
status are different, of course. 
Women of any race, but especially 
white women, who stand up and 
refuse to play their role often meet 
with ridicule first. And people of 
any minority race in this country, 
but especially minority men, are 
often greeted with violence when 
they refuse to play their role. We 
know we are beginning to be taken 
more seriously when we, too, meet 
with force and violence—as we 
eventually do. 


T is important now that we have 
I barely begun to realize how 
deeply racist this society is, to think 
to ourselves when we hear ourselves 
making a generalized statement 
about women, to substitute for 
women the name of any other sec- 
ond-class group in society and see 
what it is that we are really saying. 

If we look at the groups, if we 
look at the differences—at the geni- 
tal and hormonal differences—of 
males and females, at the skin pig- 
mentation and feature differences of 
racial groups, we see clearly that 
those differences are much less than 
the probable differences between 
two individual members of the same 
group. In other words, generalized 


group differences are, simply, much 
less important than individual dif- 
ferences. 

Florence Kennedy, who is a 
lawyer and active in the black 
movement and the women’s move- 
ment, puts it much more succinctly. 
She just says, “Listen, there aren't 
very many jobs that actually require 
a penis or a vagina, and all other 
jobs should be open to everybody." 
We know that we, the 53 percent 
of the population that is female, 
already have in fact a subculture. 
We can begin to deduce what it 
might be, were it in power, by look- 
ing at the gynecocratic and Amazon 
cultures, and even at some of the 
matriarchal ones. 

But we know little of those and it 
is perhaps more fruitful, or at least 
more provable, to look at the values 
of women's culture as it now exists 
and to see what those values might 
do if introduced into the culture at 
large. 

One of the ways we can begin 
to examine them is to look at the 
voting patterns of women. For many 
years we've been told that we should 
vote like men. That was a standard 
of adulthood—you were politically 
sophisticated if you voted like men 
一 SO we didn't freely discuss the fact 
that we didn't vote like men. We 
either voted like our husbands or 
we voted for the sexually attractive 
male candidate. This was and still 
is a very popular belief. 

One of the studies I was looking 
at was done at Princeton. The class 
of '62 was given a questionnaire 10 
years later and, for the hell of it, 
they gave it to the wives, too. As it 
turned out, there were enormous 
differences in the way husbands and 
wives answered that questionnaire. 
For instance, the husbands were 3 
to 1 for Nixon, and the wives were 
3 to 1 for Muskie or, if one included 
the other Democratic candidates, it 
was even more than that. Still when 
they questioned the husbands about 
whether or not they believed their 
wives shared the same political 
views, 88 percent of them said 


“Yes.” 


".,.a great kind of 
change, a deep and 
revolutionary one, is 
beginning" 
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HE books that examine our vot- 

ing and social behavior really 
don't examine the woman's culture 
very seriously. As far as politics is 
concerned, it is usually treated in 
two or three anecdotal pages with 
a general assumption that women 
are more conservative than men. 
And that’s pretty much it. We are 
studied even less than European 
Women, who are supposed to be 
less politically powerful than their 
American sisters. 

We're just beginning now to as- 
sess the material of past surveys and 
to take a few more sophisticated 
ones. And it is apparent that our 
Voting pattern is a rough instrument 
to disclose a set of values in the 
woman’s culture that is quite differ- 
ent—immeasurably different—from 
the values of a man’s. 

For instance, we have been much 
more opposed to every war since 
World War I. In the case of Indo- 
china, this difference was clear as 
early as 1965. We're even much 
more likely to support controversial 
issues such as the moratoriums, 
which were difficult because they 
were generation-gap issues, and be- 
cause people in general don't want 
to support demonstrations or dis- 
ruptions. But there was a 10- or 15- 
point difference between women's 
support of them and men's support 
of them. 

We also react very differently to 
civil rights issues. We are much 
more likely to answer or vote in 
their favor than are men. There was 
one study done by Seventeen maga- 
zine, for instance, (which is not 
your champion radical publication), 
wherein women were much more in 
favor of black studies and other 
issues in civil rights than were men 
—even in that age group, which was 
from 9 to 20. Sometimes that differ- 
ence is not sufficient to make a coali- 
tion of out-groups, sometimes it is 
only the difference between women 
in the South who stand in school- 

house doors and spit at small black 

children trying to enter and their 
husbands who are overturning and 


burning school buses. But the dif- 
ference is there. 


It's even true of law and order. 
This is an interesting issue, because 
it’s supposed to be a set of pro- 
visions that protect us. I guess we 
understand somewhere deep in our 
hearts that it isn't the drug addict or 
the Panther around the corner who 
attacks us, who beats us up. Sta- 
tistically speaking, it's our husbands 
and our brothers and our lovers 
who beat us up. But we are much 
more likely, for instance, to be in 
favor of gun control, or to be against 
imprisoning addicts and in favor of 
their medical treatment instead. On 
juries, women have often been said 
to judge other women more harshly. 
The truth turns out to be the re- 
verse. We haven't had the oppor- 
tunity yet to study an all-female 
jury, because there are none. But 
we have had many opportunities to 
study all-male juries. 


E tend to lend a sympathetic 
W ear to the underdog, to the 
out-group. I am sure that many of 
us here have had that experience of 
identifying with other out-groups in 
society—with being involved in 
those movements, without under- 
standing why, without understand- 
ing that we ourselves are an out- 
group. The values are there, and 
the unconscious coalition is there. 
Because the truth is that women, 
even white women, vote more like 
a minority or black community than 
they do like white men. Some place, 
at least at an unconscious level, it 
is clear to us that we do not benefit 
by or have no reason to identify 
with the establishment as it is. 

There are many people—Daniel 
Ellsberg is one—who feel that these 
values of women’s culture which 
exist in over half of the population 
already, are the only hope for hu- 
manizing and changing the culture 
at large, Minority groups in this 
country unfortunately are not nu- 
merous enough to change the entire 
mainstream by themselves. But in 
coalition with women, a coalition 
which has been formed always at 
times of great social change in this 
country (the abolitionist movement, 


for instance), the values can change. 

Of course, there are problems of 
tokenism with the individual woman 
who must absorb the values around 
her to succeed. But it will take more 
than just a few individual tokens 
and certainly more than Uncle 
Toms to really insert the values of 
the woman’s culture into the main- 
stream. Our socialization has worked 
against it and still works against it, 
whether it be from our parents or 
television, our textbooks on psychi- 
atry or church, or any of the numer- 
ous courses so often devoted to the 
status quo. We are assaulted on all 
sides by news and bulletins on the 
necessity of playing our role. 

But a great kind of change, a 
deep and revolutionary one, is be- 
ginning. Its a challenge to all the 
existing institutions, because they 
are all patriarchal and racist. It 
means that those institutions will 
have to change in very drastic ways- 

If we make these challenges every 
day . . . if women of all races have 
the courage to stand up and refuse 
to play their roles and to be indi- 
viduals . . . if they have the enor- 
mous courage that it takes to face 
the ridicule and humiliation that 
comes to them when they do that 

. if minority men in this country 
can withstand the threats of violence 
that come to them when they do 
it...if we form the loose coalition 
of “outs,” which is there pin 
sciously and is only beginning to n 
there consciously . . . if we can iat 
derstand, as Bobby Seale says, t E. 
everyone sweeps the floor and rd 
body does the dishes in a Pant a 
house, that real manhood does P? 


Seaton O 
depend upon the subjugatio 
y ý if men can understand 


anyone... to 
this, which minority men tend to 
understand somewhat bette 


: ave a 
obvious reasons, then we pom 
chance for a new period in 


humanism. Then perh 
will look back ei say that for ie 
first time, the human animal pe 
dividing itself up according to PhY 
cal differences, race, or sex an 
started to look for the real human 
potential that's inside each of us. 


THE BLIND FLY 


Canvas. Paint. Brush. Add the 
imagination of man. Reach into 
the deep recess of the mind. 
Give form to the chaos of life. 
And the result is art. Mental 
patients, despite the crises that 
plague their lives, often find 
fulfillment or release through 
art. We're not really sure 

what they find, but what they 
produce is often magnificent 
and beautiful. Who among us 
can know what the shapes and 
colors mean? Who can really 
judge right from wrong in these 
few paintings. We can only 
look at these minglings of colors 
and shapes and love the artists 
more for sharing with us their 
very personal feelings. What of 
the paintings? What of the 
people? And who are the 
mentally ill? Perhaps they are 
the painters of our lives. 


THE UNIVERSAL EVOCATION 


By Bill Perry, Jr. 
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SILENCE IS GOLDEN, OR IS IT? 


How much should the doctor tell, and to whom? The questions 


are basic to the problem of confidentiality. To explore the subject 
in depth, d presents here an exclusive panel discussion.* 


The program participants are Rich- 
ard Allen, editor-in-chief of MH and 
director of the Institute of Law, Psy- 
chiatry and Criminology at George 
Washington University, on the legal 


* Called Info, this program is a monthly 
journal for physicians recorded on cassette 
by Management Forum, Inc. 866 Third 
Ave., New York, N.Y. 10022. 


aspects of doctor-patient relationships; 

Dr. Harvey Ruben, psychiatric con- 

sultant to the Surgeon General of the 

U.S. Army, on the problems of pri- 
vacy versus the public interest;** Dr. 

** The views. expressed by Dr. Ruben are 
his own and do not represent an official 
position of the Army or the Surgeon Gen- 
eral. 


Jonas Rappaport, chief medical offi- 
cer of the Supreme Bench of Balti- 
more, on how physicians handle the 
confidences of patients and their fam- 
ilies; and Dr. Thomas Szasz, professor 
of psychiatry at the State University 
of New York at Syracuse, on the 
rights of the patient with psychiatric 
problems. 


INFO: Mr. Allen, what do you see as 
the future of privileged information 
relative to the medical practice? 
Should it be expanded or restricted? 
ALLEN: Well, both really. I think the 
future is a long-range one. I see no 
immediate revolutionary trends. But 
I think over the long haul, privilege 
will be extended to cover the psycho- 
therapeutic relationship of physician 
and patient, or clinical psychologist 
and patient, perhaps to some of the 
adjunctive therapists who provide 
psychotherapeutic help. I think it will 
tend to be restricted over the long 
haul in the general physician-patient 
relationship, where there’s less need 
to safeguard confidentiality than per- 
haps was seen 50 or 75 years ago. 
INFO: To the extent of its elimination? 
ALLEN: I would think so, yes. 

INFO: Isn't it a fact that the right of 
privilege is the patient's, and that the 
doctor has an obligation to protect 
the patient? 

RAPPAPORT: That's correct. 

INFO: How can you have both of these 
things that you suggest? 
RAPPAPORT: Well, no. I’m saying that 
the doctor should, or the patient 
should, have privilege with reference 
to any physician, and not just the 
psychiatrist or psychotherapist. The 
privilege is the patient's, and the pa- 
tient can waive the privilege. But the 
patient should have this opportunity 
for all concerned, that is, for the psy- 
chiatrist or the general physician, or 
the surgeon. Can you not imagine the 
serious problems that can arise in 
terms of public exposure for the pa- 
tient who discusses with his urologist, 
say, some very personal sexual prob- 
lems that he has, and then to feel 
that later on in a divorce case this 
might be brought out in the court- 
room. 

RUBEN: I think I would tend to agree 
with Dr. Rappaport. Looking at the 


general picture of privilege-communi- 
cation statutes in the country today, 
there were 32 states in 1966 that had 
physician-patient privilege, and in 
1971 there were 45 states that have it. 
So I think that although there are 
numerous legal scholars who would 
agree with you on the need perhaps 
for some type of decreasing privilege 
for physicians in general, I think state 
legislatures are coming out in favor 
of the privilege for physicians. 
ALLEN: Now I don't entirely disagree 
with the points that you and Dr. Rap- 
paport have made. | was asked to 
forecast trends, and I think the trends 
are in the direction of restricting ra- 
ther than enlarging general physician- 
patient privilege. Though I do recog- 
nize that there are some areas in 
which disclosures are made that could 
be embarrassing, could jeopardize the 
relationship. But let me emphasize 
that in addition to the fact that privi- 
lege belongs to the patient—to the 
communicant—it is not an absolute. 
We're talking about a balancing of 
two important social principles. One 
is safeguarding a relationship, which 
may depend upon confidentiality for 
its preservation; that is, people may 
be deterred from seeking professional 
help if they feel that their disclosures 
might be sought out by subpoena. So 
the safeguarding of the relationship is 
an important social principle. But 
there's another important social prin- 
ciple—the principle that in a civil or 
criminal case, the jury is entitled to 
hear all relevant evidence bearing on 
the issues in the case. To withhold 
evidence from the jury means that it's 
going to be making decisions—per- 
haps involving the liberty or lives of 
litigants—on less than all the facts, 
when the doctor asserts privilege on 
behalf of the patient in response to a 
subpoena. It means that if the asser- 
tion is successful, the jury is not going 
to hear evidence which is relevant, 
pertinent, and maybe determinative of 
the issue before it. 

INFO: Dr. Szasz, by now you must 
have an opinion on what has been 
said so far. 

SZASZ: Yes, I do. I tend to agree, so 
far, most with Mr. Allen. But if I 
may, I'd like to enlarge the scope of 
our inquiry by not just talking about 
privilege—not just talking of this in 
the traditional way 一 but by Teally 
asking what the communication is 
about, and why; who is paying for it, 
and with whom is it going to be 


shared: and last, but not least, what 
is the expectation at the beginning of 
the relationship on the part of both 
patient and physician. Now the two 
classic situations are in psychoanalytic 
training and with the very seriously 
disturbed or depressed patient. In both 
situations the therapist, without the 
consent of the patient, communicates 
information that he obtained from the 
patient to other persons. 


RAPPAPORT: Well, I think there's no 
question, Dr. Szasz, that in both of 
those situations the patient's complete 
privacy is invaded by the physician 
without the patient knowing it. On the 
other hand, the communications in 2 
certain sense are officially acceptable 
to other people. If you would feel that 
it would be improper for a doctor, to 
communicate with another physician 
anything about a patient without his 
permission, it would certainly make 
usual medical communications very 
difficult, whereby a doctor speaks with 
another physician for just advice 
about dealing with a patient. If you 
had to ask your patient, "May I spe? 
to Dr. X about you, because I’m wor- 
ried about whether I'm making the 
right diagnosis here, or about ee 
little difference that I see," it SUM 
certainly undermine the patient's I 
fidence, to say the least. One Eis 
take such an absolute position—this ! 
certainly very possible. ' 
SZASZ: Well, the point really m 
trying to make is that one can bow 
all sorts of positions, but what 1s je 
portant—and here I am relying um 
the tradition really of the law—15 the 
the patient, for the client, for : 
buyer, as it were, of the service bun. 
fully informed of what it 1s he's n 
ing. Clients nowadays think cou 
buying unqualified privacy, he in 
to what happens with a confes 

a confessional. 


a 
RUBEN: Perhaps now would be 
good time to enlarge the SAT ay be 
discussion. One thing that dealings 
confusing that I found in my ties is 
with physicians of all Spes ， 
that they. even attorneys ，confused 
dealt with, at times become 
when they start talking abo 
versus confidentiality versus 
Perhaps it would be best to 
ate those entities at this ti 
the patient has the right 
and, I guess, Mr. Allen, 
support this—that there are o 
scholars who say that there 1S p pit 
stitutionally guaranteed right tO 


ut privacy 

privilege- 
differenti- 
me. I fee 


oe 


vacy; whereas, others say that some 
of the amendments do give us a right 
to privacy. But I think privacy belongs 
to the patient himself. and that is his 
own thoughts about his own life, his 
own feelings, his own actions. But 
when he communicates his private 
thoughts to another person, in this 
case his physician, then we get into 
the realm of confidentiality, which is 
a moral and ethical tenet mandated 
by the oath of Hippocrates, and also 
by the principles of medical ethics of 
the American Medical Association. 
But then when we get into privileged 
communication, we're talking about 
statutory degree within various juris- 
dictions. And I think that we get con- 
fused when we start using these terms 
interchangeably. 

RAPPAPORT: Doctors are certainly, I 
think, sloppy in their adherence to à 
high level of confidentiality in rela- 
tionships. There's much too much talk 
at cocktail parties, at the golf course, 
in the locker room. Even to other pa- 
tients there's much too much care- 
lessness about what is left in the type- 
writer when the secretary goes out of 
the room, or what files are left on a 
person's desk. And I think this applies 
to all physicians everywhere, and we 
need to take a brush-up course on 
maintaining a confidential relationship. 
ALLEN: I think the points both of you 
are making are valuable ones. As 
Dr. Ruben says, we're really talking 
about two different, though related, 
concepts in the law. The first, the con- 
cept of confidentiality. can be sus- 
tained on common law privacy 
grounds or on grounds of violation of 
contract, or breach of statutory regu- 
lations of the practice of medicine. or 
perhaps other bases as well. It is a 
right that a patient has that his con- 
fidences. information learned as a re- 
sult of his examination and diagnosis, 
will not be revealed. Now some states 
require that that revelation be made 
other than in the course of treatment 
and in a professional relationship. If 
damage results to the patient as a re- 
sult of his photograph being published, 
or the nature of his illness revealed. 
or facts about his background learned 
in taking a medical history. published 
—he has a right to sue at law to re- 
cover. I think that right is also a con- 
stitutional one—right of privacy is 
probably subsumed in the 9th Amend- 
ment. But whether it's a constitution- 
ally based right or one based on the 
common law, it is a right to recover. 


The other doctrine is that of privi- 
leged communication, under which a 
communicant in certain protected re- 
lationships—including that of priest 
and penitent, lawyer and client, physi- 
cian and patient and, in some jurisdic- 
tions. others—has a right that confi- 
dences communicated by him in the 
course of professional treatment will 
not be revealed. And that right ex- 
tends even to court cases in which a 
subpoena is issued to the doctor. I 
think all of these concepts have a firm 
foundation in medical practice, in the 
Hippocratic oath, in the principles of 
ethics of the American Medical Asso- 
ciation. And there are counterpart tra- 
ditions in the practice of law. I think 
it would be a mistake, however, to 
regard the concept of privilege as one 
in any way belonging to the physician. 
It protects a relationship. and not the 
professional person. And that is true 
as much of the lawyer-client relation- 
ship as it is of that of physician and 
patient. 

INFO: Gentlemen, is it not true that 
perhaps some revelations are made 
that would not be required, just be- 
cause the physician receives a sub- 
poena and thinks he is now being 
forced to make these revelations? 
RAPPAPORT: I'm sure of that. I'm also 
sure that the patient doesn't have the 
slightest idea how the physician may 
interpret some of the things that he 
has said, which is the real problem. 
Dr. Szasz seemed to imply that Mr. 
Allen's idea of a reduction in privi- 
leged protection for the patient might 
be in order, but I wonder about the 
patient who says certain things to the 
psychiatrist and has not the slightest 
idea how these might be interpreted. 
INFO: Well. how much can a doctor 
resist, faced with a subpoena? 
RAPPAPORT: Doctors do all sorts of 
things that are basically dishonest and 
certainly can't be condoned. They for- 
get, they lose their records, they can't 
一 you know 一 can't remember, or they 
really don't think the patient said that, 
etc. This is basically dishonest and is 
certainly a poor premise on which to 
establish any kind of relationship. 
ALLEN: There have been physicians— 
Dr. Grinker, Dr. Lifschutz and, doubt- 
less, others—who have stood firm and 
said: “I will not reveal it, even under 
threat of contempt citation and im- 
prisonment.” That | can admire. But 
a physician who lies about the exist- 
ence of a record or claims that he's 
Jost recollection of an event in order 


to evade subpoena, I think is taking 
a dishonorable course. 

RUBEN: I think this is a problem 
that exists in the military, because 
with the lack of statutory privilege 
within the military, many times mili- 
tary physicians will not record infor- 
mation in records, and keep things 
within their heads that perhaps should 
be on paper for the good of the pa- 
tient. Because there is a problem with 
continuity of care when a patient 
moves around from one post to an- 
other, and then their medical record 
goes with them but frequently with- 
out pertinent information. So that the 
physician, while trying to protect the 
confidentially of the patient, some- 
times contributes to less than optimal 
care for him by not recording all 
that's pertinent in the record. 
SZASZ: Gentlemen, I’m a little per- 
turbed that some of this discussion is 
on a rather exalted level and does not 
hit everyday occurrences that I think 
are more to the point. As Mr. Allen 
said, judicial proceedings, to be fair, 
to be correct, require that there is 
access to information. So in those 
situations, the psychiatrist says, “No, 
I am going to be purer than the pure." 
As against what is almost a daily oc- 
currence, where Mr. or Mrs. Jones 
goes to the psychiatrist, perhaps for 
several days. for several weeks, for 
several months, and confides to the 
psychiatrist—in a sense, incriminates 
himself. I think a great deal of psy- 
chotherapy is self-incrimination. And 
then, the next thing that happens is 
that the psychiatrist talks to this pa- 
tient’s husband or wife. or daughter, 
and informs these people that the 
patient is very depressed and ought to 
be hospitalized, and then they take 
steps to hospitalize the person against 
his will. This kind of thing is far more 
common and constitutes a situation in 
which a psychiatrist, in effect, abridges 
the patients confidences. Now, of 
course, the whole thing is done for 
the patient; therefore, there is nothing 
actionable. This could never be liti- 
gated successfully, because everything 
is done for the patient. 
RAPPAPORT: It’s also a very daily 
occurrence with the patient who goes 
to the doctor and says that he has 
frequency of urination. The doctor 
discovers that he has a high blood 
sugar and diabetes, puts him on a 
special diet, then calls the man’s wife 
and tells her she ought to prepare this 
special diet. But the man has told the 
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doctor he doesn't want his wife to 
worry; yet the doctors concerned 
about taking care of him. 

SZASZ: I think this is a problem 
which we should address ourselves to, 
also. Because these are much more 
common than the ones where it's an 
issue of testifying in court. 

INFO: Where do you see the problem, 
Dr. Szasz? 

SZASZ: I see the problem in the pa- 
ternalism of the medical relationship, 
in one sentence. I see it in neither 
doctor nor patient being entirely clear 
in their relationship at the beginning 
and as they go along, as to who is 
entitled to information and who is 
there to get information. I'm basing 
my argument entirely on the funda- 
mental principle of informed consent 
—what is the patient consenting to? 
RAPPAPORT: I think that all patients 
—perhaps this is a naive statement — 
but I would believe that most patients 
understand that when they are saying 
anything to a doctor that the doctor 
will have what he considers and what 
you consider this paternalistic ap- 
proach, that he will have this ap- 
proach and that he will take this 
approach, and that the doctor feels 
that the patient needs such protection, 
that he will carry it out. 

SZASZ: Well, now, wait one second. 
You see, this is the complete contrast 
with the relationship between a peni- 
tent and the priest, or even between a 
client and the lawyer. If a client hires 
a lawyer for divorce, and in the mid- 
dle of the proceeding the lawyer de- 
cides that what this client needs is not 
à divorce but a reconciliation, and if 
he then acts on that, in Opposition to 
his client's wishes—every lawyer would 
be subject to a malpractice suit, which 
I think he would use. 

ALLEN: I find it hard to disagree with 
anything you're saying. Dr. Szasz. It 
seems to me that if a relationship. is 


sufficiently important to warrant ap- 
plication of a rule of privilege, then 
there is even greater importance in 
there being a full disclosure to the 
patient or client at the beginning of 
the relationship of what that relation- 
ship is. 

SZASZ: This is all—for the moment — 
what I am urging, more than a legal- 
istic distinction between privilege, con- 
fidentiality, and privacy, which really 
does not come into play, usually. 
ALLEN: I think it should be empha- 
sized also that there is a possibility 
not only of less than full disclosure 
of the nature of the relationship, but 
also of the possibility that the doctor 
or the lawyer may have a conflict of 
interest. 

SZASZ: Correct. 

ALLEN: If the patient consults his 
company's doctor, and the physician 
feels himself bound to report any ad- 
verse findings to the employer, it 
Seems to me that ought to be very 
clearly stated, that something other 
than the normal physician-patient re- 
lationship exists here: “I may take 
actions which are against your inter- 
est because of my greater duty of 
allegiance to your employer.” That 
has to be, it seems to me, stated at 
the very outset. And if it is not, I 
think the physician has misrepresented 
his position. 

SZASZ: Let me tell you a very simple 
illustration that occurs to me. If a 
patient goes to a psychotherapist and 
in the course of his therapy reports 
that he's cheating on his income tax, 
the therapist wouldn't dream of call- 
ing the FBI or the Bureau of Internal 
Revenue and reporting it. But if the 
same patient would report that he's 
going to go home and kill himself, 
that therapist is going to be inclined 
to commit the patient. I submit that 
there is no moral difference. 

ALLEN: Supposing he says, "I'm going 
to go home and kill my wife." What 
would you Say in that event? 
SZASZ: Same thing. If the expectation 
is that everything that the patient tells 
the doctor is private—or let me put it 
more clearly- if the contract is for 
the doctor to help the patient, and not 


do anything to the patient doesn't 
want done to him. 


RAPPAPORT: I don't, well, disagree 
with you entirely, Dr. Szasz, and I 
don't think any physician would ac- 
cept that level of confidentiality. It's 
been my experience that patients ac- 
cept. I think, the paternalism of the 


medical profession. And I believe that 
when a patient suspects he's going to 
tell you something—such as: “I’m 
going to go kill my wife," or even 
that: "I've cheated like heck on my 
income tax"—he will, in fact, ask you 
beforehand: "If I give you certain 
information, what are you going to 
do about it?" And I've had this hap- 
pen repeatedly, and then I tell him 
what l'm going to do about it: "If 
this is information that endangers you 
or anyone else, I will have to take 
action on it." iex 
ALLEN: If you'll forgive me, I think 
I'm in disagreement with both of you 
on this point. I think there is a dif- 
ference between reporting to a physi- 
cian: “I have cheated on my income 
tax,” and reporting to him: “I am 
going home tonight and kill my wife. 
One is information about a past crime, 
the other is information about a pro- 
posed crime. The law has always 
recognized that a physician or an at- 
torney has a duty to report and to 
take Steps to prevent the commission 
of a crime of violence. Now, I take 
it that would include an attempted 
suicide, which is still recognized as : 
crime in most jurisdictions. I thin 
that this is one of those areas of m 
ception to the rule of privilege. recog 
nized both in law and, I think, in the 
traditions of the medical profession. 
SZASZ: Oh, but Mr. Allen, it isn’t 
much that we are disagreeing. I vat 
to make my position clear. While 
won't like it if this was the deg 
what I am advocating is that this pi 
made perfectly clear, so patients pee 
where they stand. And so that s 
would know that if they go to a pa p 
they can tell the priest not. E n dT 
am going to kill my wife," bu ihe 
have already killed 16 people in Y 
last 5 years, and it hasn't ue and 
tected.” And that is pute cr 
everybody who is intelligent 

it’s protected. A 
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ally somebody of junior position 
within records libraries will give them 
the information merely on the fact 
that they present their credentials as 
investigators. We've run against this 
as a major problem, that people are 
unaware of regulations within the 
Army that do protect confidentiality 
and do protect privacy of medical 
records, and they give up information 
unnecessarily. To my knowledge, the 
same thing happens within the civilian 
situation, too. I think Dr. Rappaport 
could probably comment on that. 
RAPPAPORT: Oh yes. Medical records, 
unfortunately I think, get invaded in 
various ways. They become invaded 
by the secretary in the record room 
who types up a report and recognizes 
somebody that she knows, then tells 
it to a friend. Record librarians have 
to be cautioned very much to prevent 
this information from getting out, 
which can only usually cause hard- 
ship or concern to all parties. 

INFO: Don't you see this record prob- 
lem as a growing one? 
RAPPAPORT: Worse and worse with 
our computers. The whole idea of a 
national health file, which I think Pro- 
fessor Allen has some ideas about, 
causes us great concern. 

ALLEN: Well, I’m not sure that I have 
any ideas other than those you've 
very ably expressed. That if we go to 
a compulsory national health scheme, 
records are going to be collected, 
computerized, made generally avail- 
able throughout the country. And it 
seems to me we are going to have to 
build in some protection about what 
information may be collected, how it 
is to be safeguarded, what software 
restrictions are to be applied. and 
under what circumstances and to 
whom is it to be disseminated. Po- 
tentially, there is a grave area of in- 
vasion of privacy, an area of potential 
damage to employment and marital 
relationships, to criminal liability, and 
to the totality of one's life. 

INFO: How do you feel, any of you 
Bentlemen, about a patient signing a 
Waiver of privilege? Do you feel he 
really knows what he's doing when he 
does that? 

SZASZ: I think the situation of a pa- 
tient who goes into a hospital with 
acute appendicitis is just so totally 
different from the patient who is in the 
PSychiatric situation as to make it im- 
possible to discuss them together. Now, 
l think some of our problems come 
from amalgamation and mixing of such 


very, very different situations, where 
on the one end of the spectrum there 
is really no conflict between the pa- 
tient’s needs and societal needs, and 
at the other end the two are actually 
at complete opposites, almost like in 
the criminal situation. 

RUBEN: Dr. Szasz, I just have one 
thought that occurs to me while you're 
speaking. What about the situation 
where a man who's suffering from, say. 
a terminal illness, and his general 
practitioner is aware of this and feels 
that the man should say something to 
his wife? But the man says: “Well, no, 
I don't want to cause her worry." And 
the doctor feels that the patient is 
obviously competent and knows what 
he's doing and, yet, the doctor himself 
feels that perhaps it's not in the man's 
best interests or in the best interests of 
his family. How do you feel about a 
situation like that? 

SZASZ: Well, my feeling is that in so 
many of these situations, we are really 
dealing with the fallout from the fact 
that we want, like everyone, to have 
our cake and then eat it, too. It seems 
to me that if the patient wants infor- 
mation kept to himself, then it's none 
of his wife's business. And that is a 
part of their marital relationship. If the 
wife is willing to be married to a man 
like that, then that's their business. 
RAPPAPORT: Yes, but maybe she 
didn't know that when she married 
him. 

SZASZ: But if she doesn't like it at any 
point, she can divorce him. But why 
should the doctor have the privilege of 
overriding this? I try to look upon the 
doctor as a hired hand. He should 
either do what he's hired to do or quit. 
He should not be a paternalistic de- 
cider of the patient's fate. 

ALLEN: I think it's also important, 
again, to emphasize something that 
maybe is self-evident but perhaps de- 
serves repetition. That the purpose of 
the rule of privilege, in large part, is to 
facilitate a relationship under which 
people feel free to consult without fear 
of revelation. To avoid, in other words, 
deterring people from making use of 
the professional skills of the physician. 
To the extent that we require physi- 
cians to report matters—child-beating 
or drug addiction or depression—that 
might be a basis for compulsory hos- 
pitalization. To that extent we are 
impairing oF deterring people from 
seeking out a professional consultation 
which, perhaps. they very much need. 
SZASZ: Let me add to that. I feel 


about this very strongly. We are now, 
I think, going in a very immoral direc- 
tion, if I may put it that way. I shall 
illustrate by the fact that a 16-year-old 
girl may now have the privilege—not 
that I am against this—of having her 
gonorrhea treated without the knowl- 
edge of her parents, but a 60-year-old 
man may not have cancer without his 
whole family knowing it. 

RAPPAPORT: Well, I won't disagree 
in terms of respecting the patient's 
right to say that he doesn't want his 
wife to know about his cancer, and I 
agree with you that it's absolutely the 
doctor's responsibility not to tell the 
wife. If the doctor feels or knows 
there's some good reason that the wife 
should know, such as the proper prep- 
aration of his estate and his business 
affairs, then the doctor's responsibility 
is to encourage the patient to allow 
him to do this. 

SZASZ: Look how simple this is. Dr. 
Rappaport. If I may speak as a very 
practical psychiatrist, I'd like to point 
out there’s a simple matter here that 
the medical profession and, perhaps 
generally, people don’t want to face up 
to. If his wife wants to know what's 
wrong with her husband, all she has 
to do is go to the bed and say: "Joe, 
what's the matter with you?" She 
doesn't need the doctor! Are you with 
me? 

RAPPAPORT: Yes, I follow. 

SZASZ: In that situation if a doctor in- 
terferes, intervenes—he is not needed. 
Whoever wants the information can get 
it in some other, a legally much more 
clean, way from the patient. 

RUBEN: I agree totally with what 
you're saying, Dr. Szasz, but the prob- 
lem that concerns me is, when the man, 
perhaps through a minor defect in 
judgment, then decides that. no. it's 
just not best for my wife to know. 
SZASZ: See, here we go—no defect 
of judgment. You can't bring in the 
issue of incompetence in this way. 
RUBEN: I think this is the bind that 
the doctor gets into. because of the 
Hippocratic oath and the principles of 
ethics of the AMA. We're dealing in 
the patient's best interests and we're 
supposed to protect the patient's pri- 
vacy, but we're also given the respon- 
sibility of doing what we feel is best. 
and that becomes judgmental. If I, as 
the physician, feel. knowing the man— 
he's been my patient for 10 years, I’ve 
treated him and his family—that under 
any other circumstance I would never 
want to violate his confidences, but 1 


see here that he's leading his family 
into destruction by not telling them 
something, then I've got to try to make 
Some sort of decision that I can live 
with morally, within my own con- 
Science, about what to do about that. 
SZASZ: Well, I respect that. I don't 
agree with it, but I respect it. 

ALLEN: I’m not sure to what extent we 
may be in disagreement, Dr. Ruben. 
But I think it should be emphasized 
that the law does not require or permit 
the physician to be guided only by 
what is best for the patient. We've 
been talking about a cancer patient. 
Supposing the cancer is operable, and 
an operation, we might generally agree, 
would be in the best interest of the 
patient. If the patient doesn't want to 
be operated, he doggone well has a 
right not to be operated—whatever 
someone else may think is in his best 
interest. Do you disagree with that? 
RAPPAPORT: I certainly wholeheart- 
edly agree if a patient is competent to 
make this decision—in fact, l'm not 
even sure I would pass judgment as to 
his not being competent—I would 
think that's a matter for a court to de- 
cide, but certainly no operation should 
be forced on him. And I would have to 
agree with Dr. Szasz, no patient's wife 
should be told something against his 
wishes. l'm not quite sure how the 
doctor's going to do this though, Dr. 
Szasz, because the wife is going to ask 
the doctor what is wrong with her 
husband. 

SZASZ: Well, you see, this is the kind 
of posture that I’m advocating, but it 
is not supported by tradition. I gen- 
erally — not generally — I invariably 
practice the way I am now describing 
which, of course. limits one's practice. 
RUBEN: It not only limits one's 
practice—I wonder if it doesn't limit — 
it can limit one's effectiveness in ac- 
tually helping the patient. 

SZASZ: Well, not in helping the pa- 


tient, sir, because actually we are now, 
in an indirect sort of way, giving var- 
ious definitions to the concept of 
health. After all, apropos of the cancer 
patient and the operation, this is by no 
means a moot point. A priest told me, 
not long ago, about an 80-year-old man 
in a hospital who had cardiac irregular- 
ities and was going to be given a 
pacemaker, and refused it. Thereupon, 
the family and the psychiatrist were 
called in, and he was declared incom- 
petent. And a pacemaker was put on 
him. Same thing is not unusual, from 
what I am told; around the country 
this kind of thing is quite routine. This 
probably happens in thousands of cases 


per year; probably more often than 
that. 


RAPPAPORT: I agree with Dr. Szasz. 
I think one has to be very careful about 
using this thing of incompetency to 
make people have pacemakers, opera- 
tions, or anything else that they have a 
perfect right to refuse. 

ALLEN: I think we're often talking 
about questions that are enormously 
difficult for the physician to resolve. 
There is a delicate line between respect 
for the right of a patient to decide 
for himself, and respect for the right 
of privacy on the one hand, and the 
physician's duty to his profession and 
to society on the other. If the law 
compels disclosure as it does, I take it, 
in the case of suicide or prospective 
criminal acts, as it sometimes does with 
Tespect to reporting gunshot wounds, 
Teporting drug addiction, reporting 
child battering, or whatever—then it 
seems to me society has decided for the 
physician that the higher duty is to 
make the disclosure in order to follow 
the rule of the statute. Some physicians 
who feel a higher call of conscience 
have stood firm. Whether I would 
subscribe to their tenet or not really 
makes little difference. | think such a 
Stand as a matter of principle may be 
heroic. 
INFO: Say, a 16-year-old girl is given 
the Pill by a doctor without her par- 
ents’ knowledge, and something goes 


wrong—an adverse reaction— where is 
the responsibility? 


RAPPAPORT: | think it's between her 
and the physician. And perhaps from 
a legal standpoint, he could be in 
never-never land, although he shouldn't 
be prescribing in such a manner un- 
less it's Statutorily—as it is in Mary- 
land—proper that he can prescribe for 
a child of 16 without a parent's per- 
mission. If so. T think she’s taking the 


same risk, and so is he, that he would 
take with any other patient. That is, 
I assume she might sue him for the 
damage from the Pill, but not for 
giving her the Pill, if the law allows 
him to give a pill to a child under 16— 
or at 16—without parents’ permission. 
INFO: Dr. Ruben, are there any prob- 
lems in the Army as far as confi- 
dentiality and privacy that are distinct 
from the civilian world? 

RUBEN: I think what actually hap- 
pens is that—what you're speaking 
about is the dual responsibility that 
the military physician has, both for 
the good of the Army and for the good 
of the patient. And the physician fre- 
quently feels that the Army is saying. 
"Put the good of the Army before the 
good of the patient." And the Surgeon 
General takes marked exception be 
that and says, "No, we have to protec 
both interests.” And I think in this 
sense—this is why I say it’s analogous 
to the civilian situation, because in the 
civilian world—although Dr. oe 
may take issue with this—I feel tha 
the physician has a responsibility to ; 
civilian community equal to that whic 
he has to the patient, and depending 2 
the situation, he is going to have to—@ 
least as I see it—in certain eam 
violate the patient's confidentiality, fo 
the good of the community. A 
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ALLEN: Well, I think we oe of re- 
blurring the fact that a varie y 
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now suggesting is a physician who is 
retained by a company, and one of the 
employees of the company is referred 
to him for a report. And that's quite 
a different situation. I think the phy- 
sician owes a duty to the patient, to 
disclose to him on what basis the con- 
sultation is being held. If the patient 
is to be examined for purposes of re- 
porting to some third person, then the 
physician ought to make that clear at 
the outset. Having done so, then I see 
no problem in his making such a 
report. 

SZASZ: I very much appreciate Mr. 
Allen's remarks. This is a kind of point 
I was trying to make earlier. Mr. Allen 
made it more sharply. If I may make 
it even more sharply, at the risk of 
exaggerating just a bit. In the tradi- 
tional sense, most people think of a 
doctor in the private relationship—a 
private patient, a private doctor. Now, 
in that sense—and again I’m saying 
this only to clarify it—in that sense 
the military physician is not a physi- 
cian at all, because his contract is 
not to make the patient healthy. He 
has a contract, as it were, with the 
government. 

RUBEN: I would obviously have to 
take issue with that. 

SZASZ: It's perfectly obvious. Let me 
give you an illustration: It is taken as 
a matter of routine that every service- 
man in Vietnam should have his urine 
tested. His urine is not tested because 
he wants it tested. He is not unhappy: 
he is not a patient at all, in any 
ordinary sense. It's tested so that it 
can be found that he is taking heroin. 
Now, nobody in his right mind would 
suggest that people be stopped on the 
highway, pulled out of their car. and 
have their urine tested. Or that Sena- 
tors in Washington be tested for a 
blood alcohol before they vote on a 
bill. 

RUBEN: Right. I'd say that if there 
were an overriding problem in the 
United States that people were driving 
down the highway under the influence 
of some narcotic, and were continually 
Tunning into people and killing them. 
or causing great threat of danger to 
the rest of the community, then we 
might find the police indiscriminately 
pulling everybody over. say, at the 
turnpike toll booth and having them 
give a urine sample. And if the police 
could test it immediately and find that 
certain people were under the influence 
of narcotics, they might not let them 
go on. So I think that, although it 


looks different in the military, it’s not 
as different as you suggest. And I take 
issue with the fact that you say the 
physician in the military isn’t function- 
ing as a physician. We can say we're 
functioning for the good of the mil- 
itary, but we’re also physicians, and 
we're following our own moral and 
ethical tenets, and we are functioning 
for the good of the patient. 

SZASZ: But look, Dr. Ruben, is a 
physician who is doing a life-insurance 
examination functioning as a physician 
in private practice? That’s ridiculous. 
If he finds out that the patient has hy- 
pertension and diabetes, that won't do 
the patient any good! That’s going to 
cost him money! 

RAPPAPORT: Well, it may cost the 
patient money, but also he’s the first 
person to find out that the patient has 
hypertension. 

SZASZ: But what if he is not the first 
person? The patient knows perfectly 
well. I'm trying to make a point. I 
believe in a free society. I am not 
saying the Army shouldn't have physi- 
cians, or life insurance companies 
shouldn't have physicians. But it should 
be clear what they are doing. 
RAPPAPORT: Well, the patient cer- 
tainly knows when he's going to the 
insurance company physician. 

SZASZ: Of course he does, but he 
doesn't know what he is doing in the 
Army. 

RAPPAPORT: Oh, I think he knows 
what he's doing in the Army. I think 
the people that I examine for their 
employer know, too. I tell them. “You 
were sent here by your employer. and 
I'm examining you for your employer. 
He has this complaint to make about 
you and suspects that, say, you're an 
alcoholic, and has asked me to try to 
assist you and him in... .” 

SZASZ: This is perfectly okay. 
RAPPAPORT: In fact, I even toss in 
later in the exam: "Is there anything 
that you want to tell me that you 
don't want your employer to know?" 
SZASZ: The same thing. 

RAPPAPORT: And I respect that con- 
fidence. Or: “Is there anything you've 
told me that you don't want me to 
include in my report?" 

SZASZ: In its simplest form the ques- 
tion is: Whose agent is the physician? 
RAPPAPORT: Right. 

SZASZ: And he's a physician, of 
course. It's like saying a lawyer can 
be a district attorney and a defense 
lawyer. He's a lawyer in both cases. 
ALLEN: Well. | think we've touched 


on most of the sensitive points in both 
confidentiality and privilege. My feel- 
ing is that it is vitally important that a 
professional person—whether he's a 
physician, a lawyer, a priest, or anyone 
else occupying a special role of con- 
fidence—should respect that confi- 
dence. Disclosures—frivolous disclo- 
sures or disclosures operating against 
the interest of the patient—it seems to 
me, are to be discouraged. If the phy- 
sician has a special relationship to this 
patient—as where he is representing 
an insurance company, or is being re- 
ferred by a court, or in some other way 
represents a potentially adverse in- 
terest—it is vital that he disclose that 
to the patient at the outset, so that it 
is clear to him that the confidences that 
he might otherwise repose are subject 
to revelation. 

RUBEN: I would agree with Mr. 
Allen on that point, and I think per- 
haps the thing that I stress most is that 
physicians make themselves aware of 
the laws in the jurisdiction in which 
they're functioning. And if they know 
what their rights are and what the 
rights of the patients are, they'll be in 
a much better position to protect the 
privacy and confidentiality of the pa- 
tient, and prevent themselves from 
making unwarranted disclosures of in- 
formation when it's not needed. 
RAPPAPORT: I certainly think that 
every physician should let his patient 
know whose agent he is, and what his 
relationship with the patient is. And 
I would even like to recommend that 
every year on April the 15th, which is 
a good time to remember things and a 
good time to remember confidences, 
that every physician should check his 
C.Q.—his confidentiality quotient—for 
himself and his office, to be sure that 
both of them are as secure as is con- 
sistent with protection of the patient. 
SZASZ: I completely agree with Pro- 
fessor Allen’s summary statement I 
would only add to it, that in my view 
confidentiality is a little bit like preg- 
nancy. It either exists or it does not. 
If you're going to keep something 
private, you do not talk to anyone 
at all. And, of course, this has very 
good foundations, it seems to me, not 
in the Hippocratic Oath and not in 
medical tradition, but in the priestly 
tradition from which psychotherapy 
arises. 

INFO: Thank you, gentlemen. Pro- 
fessor Richard Allen, Dr. Harvey 
Ruben, Dr. Jonas Rappaport, and 
Dr. Thomas Szasz. @ 
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HILE mental health profes- 
W sionals have repeatedly dis- 
cussed the need for more and better 
services, a new source of helpers 
has developed and mushroomed. 

The major qualifications these 
people possess is, in most instances, 
nothing more than a desire to help 
their fellow man. Yet, they soon 
will provide the bulk of face-to-face 
services for troubled persons. We 
are, of course, talking about the ex- 
ploding proliferation of nontradi- 
tional manpower. 

In examining this boom, one 
might well ask, “Why now and not 
50 years ago or 50 years hence?” 
The answer seems rooted in the 
catalytic effect that present social, 
psychological, and economic factors 
have had on the new movement. 

These factors are gathered into 
different areas, the first of which is 
the demand for services. Here, the 
statistics are familiar: only 20 per- 
cent of our people are free of emo- 
tional stress, 30 percent of school- 
age children have problems which 
range from mild to severe, half of 
our hospital beds are filled with psy- 
chiatric patients, and 50 to 70 per- 
cent of a general practitioner’s case 
load is sooner or later labeled neu- 
rotic. 

Traditionally, the answer to this 
problem has been to call for more 
professional manpower—a some- 
what futile approach, considering 
the increasing demand for profes- 
sional services. 

For one thing, the money issue 
has been underplayed. As an exam- 
ple, discussion of ideal student- 
counselor ratios seldom mention 
that even if there were enough pro- 
fessionals, agencies and institutions 
Supported by local and state money 
simply could not afford to pay them. 
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On the other hand, some nontra- 
ditional alternative solutions have 
included such things as a “help 
house” with an extensive program 
in New Haven. Its yearly budget of 
$30,000 pays the salary ($60.00 
per week) of three nonprofessional 
directors, other costs, and minimum 
expenses for 50 volunteers. Nor- 
mally, that figure would pay only 
the salaries of two professionals. 
Also, in the last 3 years, 85 tele- 
phone crisis centers staffed by vol- 
unteers have sprung up in eastern 
Massachusetts with minimal financ- 
ing and maximum services. 


SIDE from money, the demise 
A of authority in the culture 
has lessened the power of profes- 
sionals. No longer are absolutes 
observed in Western culture, and no 
longer do authorities have the kind 
of power to decide treatment and 
policy that they formerly possessed. 

The new social welfare programs 
have helped crystalize this move- 
ment, and the OEO concept of 
maximum feasible participation is 
symbolic of the trend toward citizen 
involvement. Welfare mothers or- 
ganizing and demanding to help 
plan the welfare program, high 
school students initiating bills of 
rights, and Oceanhill-Brownsville 
residents in New York demanding 
control of their schools are some 
other examples. 

This same mode of thinking is 
also operating when former drug 
addicts and former alcoholics, func- 
tioning as nonprofessional helpers, 
actively exclude professionals from 
running Synonon and Alcoholics 
Anonymous (A.A.). 

We are now entering a third revo- 
lution in mental health, according 
to Hobbs. The first. led by Pinel, 
created human concern for the 
mentally ill. The second. led by 
Freud, focused on the intrapsychic 
functioning of man. The third, now 


emerging, is a cooperative effort 
that uses a public health model. 

It is built on a developing body 
of literature that severely challenges 
the heavily individualistic, intra- 
psychic orientation toward cause 
and treatment of troubled people. 

In this model, therapeutic inter- 
vention includes a much larger 
group of change agents. The expan- 
sion is horizontal, across disciplines 
to include the new careers of re- 
habilitation counselor, human de- 
velopment specialist, occupational 
therapist, etc., and vertical, profes- 
sionals and nonprofessionals work- 
ing together. 

Growing out of community em- 
phasis in counseling and concern 
with behavior change, these broader 
intervention strategies have been 
significant factors in mental health's 
third revolution and in popularizing 
the nonprofessional as a change 
agent. 


NOTHER important factor in the 
A use of this new helping source 
has been the seemingly increasing 
discontent with schools and school- 
ing. J 
“At one time Americans, almost 
unanimously, championed the cause 
of education, and especially after 
Sputnik we bought the idea of long, 
formal training as a universal good. 
Now the lockstep path of formal 
education is under pervasive attack 
especially as the model of training 
in human services. 

A corollary to the present attack 
on formal education is a renewed 
emphasis on incidental education: 
the Deweian belief that everything 
in the environment can be educa- 
tional. Says Paul Goodman, leading 
exponent of incidental education: 

Our aim should be to multiply 

the paths of growing up. instead 

of narrowing the one existing 
school path. There must be op- 
portunity fo start over after false 
starts, to cross over, take a mora- 
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torium, 

own. 

Along the same lines, the Car- 
negie Foundation recently urged 
that work experiences be considered 
educational in their own right. Some 
colleges and universities already 
think so. For instance, Northeastern 
has a co-op program whereby stu- 
dents work and go to school in al- 
ternate semesters. Beloit students 
have pertinent work experience dur- 
ing the interim of their 4-1-4 calen- 
dar. And Harvard is now suggesting 
that applicants for the undergrad- 
uate program have some prior 
work-travel-military experience. The 
curriculum in law and medical 
schools across the country now in- 
cludes practicum experiences much 
earlier than 10 years ago. 

Increasingly, there is a realization 
among educators and trainers that 
the paraprofessional movement of- 
fers new and positive possibilities to 
fill the present void. Whereas a pro- 
fessional traditionally begins work 
only after an extended training 
period, workers in nonprofessional 
Positions begin work after a limited 
training period. Elaborate career 
ladders that encompass both pro- 
fessional and nonprofessional posi- 
tions are now developing. 


travel, work on one's 


O` such model is nursing. Al- 
though the career ladder is 
not fully developed, there are posi- 
tions in the field for aides to nurses’ 
aide, nurses’ aides, A.A.-level reg- 
istered nurses, B.S.-level registered 
nurses, and graduate trained nurses, 
such as the pediatric nurse practi- 
tioner (PNP) who now performs 
many of the M.D.’s traditional 
duties. If the last step, PNP to pedi- 
atrician, is ever complete, one could 
thus theoretically move from begin- 
ning aide to pediatrician. Of course, 
the traditional tests of academic 
Proficiency would be built into such 
a system. 

A similar career ladder has been 
Proposed in Psychology, with the 
Positions of aide (A.A. degree), 
technician (B.A. degree), technolo- 
gist (M.A. degree), and profes- 


sional (Ph.D. degree). The new 
California Schools of Professional 
Psychology in Los Angeles and San 
Francisco hope eventually to offer 
degrees in psychology at all four 
levels. 7 
Further evidence for nontradi- 
tional helping focuses on the need 
for client-change agent similarity as 
a pre-condition for positive thera- 
peutic results. Yet social class ori- 
gins and time requirements for pro- 
fessional preparation have created a 
group who is experientially isolated 
from large segments in the country, 
i.e., the young, the poor, and the 
blacks. As a result, psychotherapy 
has been primarily a useful process 
for middle- and upper-class white 
clients. ee 
Unfortunately, experiential d 
similarity between cultural un 
groups in this country seems to : 
growing. These differences hav 
been heightened by unrelenting an 
constant social changes evident n 
the gulf between generations in the 
United States. This notion is Te- 
flected in the comment of one xd 
professional change agent who sal E 
"There is almost a generation 
worth of difference between kids 
now and me, and I graduated from 
high school in 1965." In order x 
bridge this crucial experiential ae 
and provide services for the low : 
socio-economic group, program 
that enlist the help of paraprofes- 
sionals are being used extensively. 
Still another factor in the LR 
traditional movement is the mora 
ing recognition by professional ua 
ers that helping itself is hernen n 
Examples are the sponsor’s IO $ 
A.A., the use of A.D.C. S = 
community aides, and the us 
delinquents as tutors. , : 
Helping may be therapeutic, ov 
cause the helper learns on cona 
to model facilitative WETE bé 
behavior. Another factor dee EN 
the increase in one's self-es 
when he successfully helps. 
Whatever the rationale, t 
egy of turning community ™ 
and community recipients 1n 
pensers is a key to meetin 
need for human service. 


his strat- 
embers 
to dis- 
g the 


Racism and Psychiatry 
Alexander Thomas, M.D., and Samuel Sillen, Ph.D. 
New York: Brunner/Mazel, 1972. 176 pp., $7.50. 


This is rare—an excellent book at a reasonable price. 
The story of racism has a multitude of separate 
themes, but they are all brought together in this book 
and submitted to logical scrutiny, empirical critique, 
and even political analysis. Systematically applying 
scientific criteria, including some of the techniques 
of propaganda analysis, the authors survey many of 
the pervasive manifestations of racism in North 
American life. They look at research, written reports, 
cognitive patterns, and assumptions. They inspect our 
daily racist norms. 


The new angle giving the book richness is that 
Psychiatry is put up front and examined both for its 
frequently racist ideology and for its participation in 
institutionalized racism, which we all hasten to say is 
nobody's fault in particular. Psychiatry's base in the 
biomedical sciences is racist, its roots in behavioral 
Science are permeated by racism; its own lore and 
oe as a medical specialty show more racist practice 
ee health professionals would like to 
provi edge. Documentation for these assertions 1S 
ided abundantly in the text of the book. 


rai ang Psychiatry is both interesting and witty. 
bein in the variety and diversity of humankind, 
It ^k ognizant of human weaknesses and limitations. 
May s that one aspect of the liberal ideal 
take ries dead in psychiatry—namely, that we sx 
at the sa rmed, definite, and committed stands UE ^ 
of any rie time allowing our opponents to live spare 
must ca gg on our part. The book is certainly 
Prejudice ing for anyone who views racism as only 
Notion as ena other mental states, since it depicts the 
“as à way of life, an institutionalized system. 
PAUL L. ADAMS, M.D. 
Chief of Child Psychiatry 
University of Miami 
Miami, Fla. 


Gene Usdin, M.D. 


一 一 
Patterns of Life: Human Growth and Development 
Phillis B. Dolloff, M.S., and 

Miriam R. Resnick, M.A. 

Columbus, Ohio: Charles E. Merrill, 1972. 360 pp., 
$6.00. 


This interesting and well-written textbook offers an 
overview of contemporary life from birth through old 
age. It is ideally designed as a teaching text, especially 
at a junior high- or high school-level. Deliberately 
constructed to foster student involvement, Patterns 
consists of 14 chapters organized into five units: The 
Search for Identity, Developmental Influences During 
Childhood, Men and Women, Marriage and the Early 
Years of Responsibility, and Living with the Older 
Generation, Each unit, in turn, is broken down into 
specific chapters covering topics related to it. 


Believing that the younger generation has been raised 

on television and comic strips (as the older was raised 31 
on radio and comic strips), the authors have chosen 

to write in an informal, anecdotal style—and have 


illustrated the pages of their text with many cartoons, 


photographs, graphic materials, and tinted box features 
(containing "real-life episodes" that delve more 


deeply into various topics). Each chapter ends with a 


review of important terms to understand, some 
o initiate discussions, and a list of 


ding. Completing the volume is 
a combined author-subject 
of the authors in the text. 


questions designed t 
books for further rea 
a 12¥2-page glossary and 
index, which omits many 


The accompanying Teacher s Manual offers, in 
addition to the usual guidelines, suggestions for special 
student assignments and activities, lists of audio-visual 
aids available from various sources, and hypothetical 
case studies designed to require students to form their 
own value judgments and make their own decisions. 


The authors wanted liveliness, realism, and humor in 


their writing style, and they have achieved it. Their 
book is recommended as a text for any beginning 
course on human development, and also as a first 
introduction to the behavioral sciences. 

JON D. SWARTZ, PH.D. 

Hogg Foundation for Mental Health 


Austin, Tex. 


The Psychiatric Forum 
Edited by Gene Usdin, M.D. 
New York: Brunner/Mazel, 1972. 229 pp., $7.50. 


This volume is a compilation of 32 short essays from 
24 contributors, all of whom are authorities in 
psychiatry. Wisely, as he noted in his preface, Usdin 
asked each to write briefly on any subject he wished, 
to expound on ideas that were personally interesting, 
and to express his thoughts as he desired—free from 
the limitations of the traditional scientific format. 
This editorial approach did not fail; the result is a 
refreshing, stimulating volume, a delightful collection 
of essays not only informative, but also a pleasure to 
read. The writing throughout the volume is superb. 
Each essay is written clearly and simply in almost 
transparent prose that does not obscure the author's 
thoughts. 


In the first section, Clinical Psychiatry, Bleuler 
summarizes his thoughts on “Genesis and Nature of 
Schizophrenia," stating that schizophrenic disease 
develops as the result of an interrelation between 
unfavorably inherited psychic reactions and 
disharmonious life experiences. His second essay, on 
"Principal Findings Based on Thirty Years' 
Experience in Endocrine Psychiatry," emphasizes the 
subtle, pervasive, yet reciprocal influences of the 
endocrines on psychic life. 


Malamud then points out that new knowledge, in any 
scientific field, has usually been gleaned only from the 
laborious pursuit of trends; while Kanner emphasizes 
that autism is not primarily acquired or man-made, 
but the result of heredity and experiential factors. 
Next, in “The Crisis of Middle Age," Marmor writes 
that this critical period is a time in life for a renewed 
capacity for productivity and creativity. Hoff and 
Hofman outline treatment approaches for psychic 
disturbances that focus on the phase-specific aspects 
to therapy . . . Ford points out that comprehensive 
models of behavior should include insights provided 
by a physiologic perspective . . . Brill concludes that 
civilian psychiatry will sooner or later follow the 
military example with a shift in focus from the 
individual's needs to those of society. Rounding out 


the section is Martin's delightful short essay on 
“Obnoxiousness in Psychiatric Patients and Others," 
which should be reassuring to any young therapist. 


The second section, Social Psychiatry, contains a 
diverse collection of essays on a broad range of issues. 
The variety and richness of the topics in this section 
make it difficult for a reviewer to do more than 
mention some of them. For instance, Knight states 
that man must shift from his narcissistic world view 
and values to an “ecological ethic," while Garber 
points out that future shock is not merely a potential 
danger, but a real sickness that can be described in 
medical and psychiatric terms. Elsewhere in this 
section, Modlin writes about "Privacy," Brill presents 
his views on the “Marijuana Problem," Brody asks 
about “Indochina as an Ethical and Professional 
Concern," and Visotsky describes the Russian health 
care system. 


In the third section, Administration and Services, 
Luton pleads for psychiatrists to participate in 
planning for comprehensive health care, Gibson asks 
that we not be “dragged screaming into the 1970s," 
and Rome describes the technological nightmares that 
might be lifesaving, but also produce disorientation 
and may be basically dehumanizing. 


In the final section, The Nature of Psychiatry, seven 
essays focus on a central issue— psychiatry's identity 
crisis. This powerfully written section should be read 
by every psychiatrist, and by our residents and 
students. Modlin emphasizes that psychiatrists must 
maintain their professional identity as physicians while 
being behavioral scientists; Marmor and Knight stress 
the importance of psychotherapy and in different 
ways look at its values and dangers, and Martin notes 
that we may be listening to the death rattle of ' 
American civilization, but that certainly psychiatry !$ 
observing the end of its world. 

JOHN J. SCHWAB, M.D. A 

Professor of Psychiatry and Medicine 

University of Florida 

Gainesville, Fla. 
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Schizophrenia: 

Pharmacotherapy and Psychotherapy 

Lester Grinspoon, Jack R. Ewalt, and 

Richard |. Shader 

Baltimore: Williams and Wilkins Company, 1972. 
312 pp., $11.50. 


This is a classic contribution, an outstanding 
pioneering research effort, and a standard of excellence 
against which future studies in this area must 
inevitably be compared. It compresses into a small 
space the essence of two major research projects, each 
of which can stand on its own as an important 
landmark in psychiatric treatment research. 


The first is a study of the outcome and course of 
chronic schizophrenic patients treated by senior 
experienced experts with psychotherapy plus either 
drugs or placebo. The meticulous design and 
execution, and the care and sensitivity that went into 
the detailed case histories would be sufficient alone to 
give this project a ranking place in the history of 
psychiatric research. For it was necessary to organize 
a special research ward and keep it going for several 
years. Over this long period the investigators had to 
vigilantly maintain a strict research design and 
observation, and yet deal sensitively with the staff, a 
group of distinguished treating physicians, and 
extremely troubled and often disturbed patients. 


The second research project deals with acute 
schizophrenic patients treated by first-year residents. 
This also is an outstanding piece of work, succinctly 
described, yet representing a major effort in 
coordination and maintenance of a rigorous design. 
Taken together, these two studies will undoubtedly 
have a profound impact on the field. For that reason, 
I recommend this book as an essential basic reference 
on the treatment of schizophrenia. 

PHILIP R. A. MAY, M.D. 

Chief of Staff, Program Evaluation, 

Research, and Education 

Veterans’ Administration 

Brentwood Hospital 

Los Angeles. Calif. 
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The Therapy of Poetry 
Molly Harrower, Ph.D. 
Springfield, Ill.: Charles C. Thomas, 1972. 117 pp., 


$4.75. 


The past decade has witnessed the development of a 
body of literature testifying to a close correspondence 
between poetic process and psychotherapy. This has 
been equal to a rediscovery; for Aristotle, Cardinal 
Newman, and other leaders of the Oxford movement 
as well as Sigmund Freud had in their time discussed 
this relationship. The expanded use of poetry in 
contemporary clinical practice, both in individual Pg 
group therapy, underlines the practical usefulness o 


this understanding. 


Now Dr. Molly Harrower, acting as psychologist, 
analyzes her poetic production, which has extended 
over a lifetime, and in the process clarifies for herself 
and her readers that poetry, "à built-in safeguard 
against crippling depression or disorganizing excite- 
ment," is indeed a “self-sustaining experience. As 
poet and psychologist, she feels qualified to define 
poetry as therapy, "part and parcel of normal 
development" and “a way of living. 

“the poet-self finds words,” “the 


Sections entitled 1 5 
“you-directed poems," etc., 


poet-self searches again." y n 
with Dr. Harrower performing as both analyst an 


analysand, make up à lengthy study of the emerging X 
states of her own “personal and verse-making growth. 
Quotations from Eric Ericson contrast with her 
discussion of poems composed since the age of 3. She 
states, “I write poems because they solve a conflict . . . 
because from some inner chaos T am drawn to create 
order ...to produce a manageable thought that T can 
control in the place of the all-pervading emotions 
Which control me." 


Molly Harrower's The Therapy of Poetry may be read 
with pleasure by layman and professional alike. Itis a 
valuable addition to the body of work bearing on 


poetry and the therapeutic process. 
J. J. LEEDY, M.D. 


MORRIS R. MORRISON, A.B.D. 
New York, N.Y. 
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NOTES 


Instant playback, that popular feature of televised sports, sees a 
new use in the treatment of emotionally disturbed people. According 
to Dr. Milton M. Berger, an innovator of this approach, the system 
allows a person to see himself as others see him. Moreover, repeat- 
ed replays via closed-circuit TV provide the opportunity to work 
through a possible alienation from oneself. Says Dr. Berger, "The 
development of video in psychiatry is comparable to the development 
of the microscope in biology." 


Basic rights of the mentally handicapped--to treatment, to 
compensation for institution-maintaining labor, and to edu- 
cation--are thoroughly covered in a new 123-page booklet of 
the same name published by the Mental Health Law Project in 
Washington, D.C. It is written for consumers and their fam- 
ilies, administrators, professionals, paraprofessionals, and 
attorneys interested in the mental health law field. Copies 
“of this valuable reference can be obtained by writing the 
National Association for Mental Health, 1800 North Kent St., 
Arlington, Va. 22209. Price per copy, on orders of less 
than 20--$1.25; 20 or more--$1.00. 


Mrs. J. Skelly Wright, NAMH president, is among those distinguished 
Citizens who will be competing for a major national award entitled: 
"Ladies' Home Journal Women of the Year." She was selected by the 
magazine to compete in the voluntary action category, the winner of 
which will be honored in a l-hour presentation on CBS Television in 
May. To help nominate Mrs. Wright for this important award, simply 
clip the official nomination form contained in the February and 
March issues of the LADIES' HOME JOURNAL and mail it by March 20. 


In other Mental Health Association developments, Mrs. Wright 


strongly opposed the Nixon Administration's proposed phase- 
out of Federal support for community mental health center 


Services. She termed the proposal, which was contained in 
the President's 1974 budget request to Congress, "a disas- 
trous setback for the mentally ill and their families. In 


a letter to Mr. Nixon, the NAMH president reiterated the 
position taken by the Republican Party in its 1972 platform, 
which stated: "We continue to support the concept of gompre 
hensive community mental health centers. To date, there ar 
325 such centers operating throughout the country, but the 
NAMH goal is 1,500 by 1980. 


The American Psychiatric Association will hold its 126th annual vei 
ing in Honolulu, May 7-11, at the Sheraton-Waikiki Hotel. There wil 
be about 300 scientific papers covering all aspects of psychiatry; 
120 panels, and probably about 35 "new research" papers presented. 


ooo a 
Richard W. Flanagan 


The standard of police conduct must be raised quickly; otherwise, 
policemen will remain an object of hostility from some segments of 
the community. That's the view of psychologist Robert B. Mills, head 
of the University of Cincinnati's Criminal Justice Department.  Ac- 
cording to Dr. Mills, new police applicants must be screened vigor- 
ously to weed out the psychologically unfit. To this end, he and his 
colleagues have identified a set of "survival traits," which form a 
personality profile of the successful recruit. Some of the positive 
traits uncovered in their findings are self-assertiveness and sensi- 
tivity toward minority groups and deviants. Negative traits are in- 


Security and passiveness. 


niversity Genetics 


Psychology professor assails Stanford U 
h will enable scien- 


Department for "creating a climate whic 

tists to do genetic research on the masses of black people, 
designed to destroy our race and not help it." The profes- 
sor, Cedric X, made the charge after Nobel Laureate William 
Shockley had proposed that black students at the university 
participate in an experiment to test his "tentative predic- 
tion" that for each 1 percent of Caucasian ancestry, the 
average IQ of American blacks goes up approximately l per- 
cent. Both men were participants in a recent debate at 
Stanford, Shockley's home campus. The highly publicized 
exchange drew an overflow crowd of 1,800--the largest num- 
ber so far to attend a series of debates involving black 
scholars in California. 


The extended family, a powerful force in Chicano culture, is being 
used successfully to fight drug abuse in East Los Angeles. According 
to a National Institute of Mental Health report, the program usually 
relies on mamacita, the mother, to call in other members of the ex- 
tended family for counseling sessions conducted by Spanish-speaking 
caseworkers. In this way, the drug abuser is brought back into the 
family fold, and the family itself becomes a powerful force for re- 


habilitation. 


A pilot program in Mar land shows that it is possible to in- 
terrupt the "revolving door" cycle for former prisoners. 
Called Community Reintegration, the voluntary pre-release 
project has shown a significantly lower rate of recidivism 
for those who have received its services. In fact, out of 
165 men served, only four have returned to the correctional 
System. The key to such success lies in integrating the 
correctional, social service, and family systems. For more 
details, see Dr. Harris Chaiklin's account of the project in 
the October 1972 issue of the AMERICAN JOURNAL OF ORTHO- 


PSYCHIATRY. 
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PUBLICATIONS 


Policy and Position Statements (Free on request) 


O ABORTION 

L] CIVIL RIGHTS OF MENTAL PATIENTS 

[] THE DISADVANTAGED 

[] FACILITIES AND SERVICES FOR THE GERIATRIC 
MENTAL PATIENT 

FAMILY LIFE AND SEX EDUCATION 
HOMOSEXUALITY 

JOINT COMMISSION ON MENTAL HEALTH 
CHILDREN REPORT 

THE LAW AND THE MENTALLY ILL 
MANPOWER 

MARIJUANA 

MARITAL COUNSELING 

NATIONAL HEALTH INSURANCE 

PASTORAL COUNSELING 

RIGHT TO TREATMENT 

STANDARDS FOR LABOR PERFORMED BY STATE 
SPITAL MENTAL PATIENTS 

STRIKES BY MENTAL HOSPITAL EMPLOYEES 
SUICIDE PREVENTION 

L] THIRD PARTY PAYMENTS FOR THERAPISTS 


了 ] 口 口 口 口 口 8 口 口 口 
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New and Revised Pamphlets 


CAN MENTAL ILLNESS BE PREVENTED? $2.20 per C. 
D] CLERGYMAN'S GUIDE TO RECOGNIZING SERIOUS MENTAL 
ILLNESS, $8.10 per C. 


LJ MINISTERING TO FAMILIES OF THE MENTALLY ILL. 


$8.10 per C. 
L] THE CLERGY AND MENTAL HEALTH. $8.10 per C. 
C FACTS ABOUT MENTAL ILLNESS. $1.10 per C. Basic 


up-to-date statistics. 

FILM CATALOG. Free. Selected films for mental health 
education. 

DL] GROWING UP AIN'T THAT EASY. $1.20 per C. Dos and 
Don'ts for dealing with the emotionally disturbed, 

HOW TO DEAL WITH YOUR TENSIONS. $7.50 per C. 

L] INSURANCE IN MODERN MENTAL HEALTH CARE. $3.75 
per C. Current thinking on insurance coverage for mental 
illness. 

口 MENTAL HEALTH MANPOWER KIT. $3.50 per kit. Con- 
tains the NAMH Statement on Manpower and 34 featured 
mental health manpower programs, covering examples of 
new careers, new sources of workers (among them the 
disadvantaged), and innovative uses of volunteers. Can 
be used as resource in developing new mental health 
manpower programs for universities, junior colleges, hos- 
pitals, clinics, community mental health centers, profes- 
sional organizations, and local mental health associations. 
[C] THE HIGH COST OF MENTAL. ILIN $23.10 per M. 
口 CHILD ALONE IN NEED OF HELP. $2.30 per C. 

O How TO DEAL WITH MENTAL PROBLEMS. $7.50 per C. 
O How TO RECOGNIZE AND HANDLE ABNORMAL PEOPLE: 
^ MANUAL FOR POLICE OFFICERS. 80¢ each or $55 per C. 
[] SOME THINGS YOU SHOULD KNOW ABOUT MENTAI. AND 
EMOTIONAL ILLNESS. $2.00 per C: $16.35 per M. 

f] WHAT EVERY CHILD NEEDS FOR GOOD MENTAL HEALTH. 
$1.35 per M. 

[] WHEN THINGS GO WRONG. $9.00 per C. 


口 MENTAL ILLNESS: A GUIDE FOR THE FAMILY (revised 
edition). 80¢ each. Handbook for families of the mentally 
ill. 

口 NAMH PUBLICATIONS CATALOG. Free. 

WHERE YOU CAN FIND INFORMATION ON MENTAL 
HEALTH AND MENTAL ILLNESS: A BIBLIOGRAPHY. $2.25 
per C. 


Joint Information Service Publications 


CHILDREN AND MENTAL HEALTH CENTERS. $6.00 each. 
ELEVEN INDICES. $4.00 each. 
HALFWAY HOUSES FOR THE MENTALLY ILL. $6.00 each. 
HEALTH INSURANCE FOR MENTAL ILLNESS. $2.50 each. 
PARTIAL HOSPITALIZATION FOR THE MENTALLY ILL: 
A STUDY OF PROGRAMS AND PROBLEMS. Cloth: $6.00 each; 
4 or more copies $5.25 each. Paper: $4.00 each; 4 or 
ies $3.50. 
L] PRIVATE PSYCHIATRIC HOSPITALS: A NATIONAL SURVEY. 
op THE MENTALLY ILL IN THE COMMU- 
pp MENTAL HEALTH CENTER: AN IN- 
TERIM APPRAISAL. Cloth: $6.50 each; 4 or more copies 
$5.25 each. Paper $4.00 each; 4 or more copies $3.50. 
[] THE MENTALLY ILL OFFENDER: A SURVEY OF TREAT- 
MENT PROGRAMS. Patricia K. Scheidemandel and Charles 
K. Kanno. $2.00 each. 
[] THE PSYCHIATRIC EMERGENCY: A STUDY OF PATTERNS 
OF sERVICE, 1966. $2.50 each; 5 or more copies $2.00 
Qr RANGES OF PERSONNEL EMPLOYED IN STATE 
MENTAL HOSPITALS AND COMMUNITY MENTAL. HEALTH 
CENTERS, 1970. Patricia L. Scheidemandel and Charles 
. $4.00 each. 
S M pes AND COMMUNITY MENTAL HEALTH 
cENTERS. Henry Weihofen. $2.00 each. 
THE STAFF OF THE MENTAL HEALTH CENTER: A FIELD 
stupy. Hardcover: $6.00 each; 4-9 copies $5.25; 10 or 
more copies $4.75 each. 
THE Pune edi OF ALCOHOLISM. $3.00 each. 
TREATMENT OF DRUG ABUSE: A STUDY OF PROGRAMS 
AND PROBLEMS. $7.00 each. 


-————— A 


口 口 口 口 口 


NAMH Publications Department, 

1800 North Kent St., Arlington, Va. 22209 

Please send me those publications that | have checked 
off in the boxes. (Indicate beside selections how many 
copies of each desired.) Enclosed is "pvc moe ee 
payment for them. (U.S. Exchange only; minimum order 
$1.00.) 


Name 
Address- = 
City State Zip 
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‘HE NATIONAL ASSOCIATION FOR MENTAL HEALTH, INC. 


Founded by Clifford W. Beers in 1909, the National Association for Mental Health is a voluntary 
citizens' organization working for the improved care and treatment of the mentally ill, for improved 
methods and service in research, prevention, detection, diagnosis and treatment of mental illness and 


for the promotion of mental health. 
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Citizens Who Do Make A Difference. That's what you do as a 
mental health volunteer. And that's the title of an exciting new 
film about you. 
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The Mental Health Association. Who we are. What we do. How the 
organization works. That's what it's all about. The new film shows 
you working in social action. Fund raising. Public information. 
Referral services. Community mental health centers and 
hospitals. Contacting your congressman. * 


Here it is at last! A film that captures all the excitement and 
energy of a million volunteers like you—working everyday to 
improve care and treatment for the mentally ill. Here is the film 
that tells it all, and tells it like it is. 


You may already own a piece of the rock, but you can own all of 
this film. And you should. You can get a 141/2-minute version for 
general use. A 7'/2-minute version for United Way presentations. 
Or you can rent both. It's available now. And in color, too. Just 
fill out and return the order form below. 


National Association for Mental Health 
1800 North Kent Street 
Arlington, Virginia 22209 


[3 We wish to purchase ____—_ prints of Citizens Who Do Make a 
Difference at S90 per print. 141/2 minutes. 
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(3 We wish to purchase prints of the 71⁄2-minute version for United 
Way presentations at $50 per print. (Discount price for purchasing 
both prints at the same time is $125.) 
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C; We wish to rent either version for $15, which can be applied toward the 
purchase price of a print. (Rental period is 1 week, from the day you 
receive your print. Please state which version you wish to rent.) 
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After more than 50 years as a journal devoted 
principally to exchange among mental health pro- 
fessionals, MH (Mental Hygiene) in 1970 began 
a transition to become a publication designed for 
policymakers—both lay and professional—in the 
mental health field. The Board of Directors be- 
lieves that other journals now provide effective 
exchange within professions and among profes- 
sionals, but no regular publication exists to in- 
form the growing number of citizens faced with 
major policy decisions involving future care 
systems and prevention 

MH remains a scientific magazine of profes- 
sional standard. It continues to seek out and 
accept original papers and reports, emphasizing 
these fields of its special concern. We believe 
that our new focus will help stimulate activity 
in the development and improvement of health 
care delivery systems and that the material 
regularly presented will contribute to improve- 
ment in quality of prevention and care efforts. 
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LETTERS 


PATIENT RIGHTS 


Dear Sir: 

Henry Weihofen's article. concern- 
ing lawyers involved in community 
mental health centers indicated sur- 
prising insensitivity to the legal prob- 
lems of the most important persons in 
the mental health spectrum: the re- 
cipients of mental health services. 

As the initiator and attorney in 
charge of the mental hospital services 
of the Legal Aid Society of Cleveland. 
I rapidly became aware of the major 
legal problems of mental patients; in- 
voluntary confinement and abuse of 
human rights by mental health pro- 
fessionals and supportive staff. 

Mr. Weihofen indicates that among 
the services an attorney can provide 
to community health centers are legal 
opinions on the propriety of drug 
therapy, who is empowered to sign 
hospital applications, and liability for 
negligent injury and he suggests that 
attorneys need education to recognize 
paranoid clients. Discussing legal serv- 
ices available to the patient, he men- 
tions family law, welfare, eviction and 
workmen's compensation. 

Nowhere does he mention that the 
overwhelming majority of involuntary 
patients are confined without access to 
legal counsel or a reasonably fair 
judicial determination, that many 1n- 
voluntary patients are automatically 
considered incompetent, deprived eX 
parte of all normal civil rights. and 
that hospitalized patients are usually 
dehumanized and often abused by un- 
trained or undertrained staff personnel. 

Fortunately, Mr. Weihofen's atti- 
tudes toward mental health law are 
increasingly archaic. Throughout 
America attorneys, judges, and legis- 
lators are developing new legal princi- 
ples that recognize that even indi- 
viduals labelled "mentally ill" by 
psychiatrists are enlightened to the 
basic human dignity and constitutional 
rights enjoyed by other citizens of the 
Republic. 

DAVID N. STRAND 
Attorney-at-Law 
Cleveland, Ohio 


OMMENTARY 


If you will forgive my professional chauvinism, I have 
a very special reason to be proud of this issue of MH, 
since it includes articles written by two of my students: 
Jane Avery, writing on the battered child; and Diane 
Ruben, on the problems and potential of day care 
centers; and an article on the juvenile court written by 
a brilliant young criminologist, Dr. Thomas F. 
Courtless, whom I enticed some years ago to forsake 
the National Institute of Mental Health for our 
Institute of Law, Psychiatry and Criminology at 
George Washington University, and who is now 
chairman of the Sociology Department at the 
university. 


In my last Commentary, I quoted from an article by 
Walter E. Fernald, published in Vol. 1, No. 1, of MH 
more than half a century ago. I used it to illustrate 
how much professional attitudes about the mentally 
impaired have changed since Fernald's well-intentioned 
but misguided denigration of the humanity of the 
retarded. But if I was naive enough to think that the 
Fernaldian concept of the intellectually impaired's 
non-personhood had passed into deserved oblivion, a 
more recent article has disabused me of that notion. 
In the November 1972 issue of the Hastings Center 
Report, a Dr. Joseph Fletcher, under the title 
"Indicators of Humanhood: A Tentative Profile of 
Man,” declares: 
Any individual of the species homo sapiens who 
falls below the I.Q. 40-mark in a standard Stanford- 
Binet test, amplified if you like by other tests, is 
questionably a person, below the 20-mark, not a 
person. Homo is indeed sapiens in order to be homo. 


Others to whom Dr. Fletcher would deny inclusion in 
the human race include the non-communicative, those 
without affect, and patients without self-control. 
Moreover, he does not pursue the implications of his 
categorical dehumanizations, other than to observe 
that human rights are not absolutes but may be set 
aside where need requires it. But to any student of the 
history of man's treatment of those whom he has 

i riors. and hence unworthy of the civil 


considered infe 
ands for himself, elaboration 


and human rights he dem 
is unnecessary. 


Richard C. Allen, Editor-in-Chief 


On March 15, 1973, President Nixon sent a message 
to Congress describing his proposals for changes in 
Federal criminal law. Vowing to bring America back 
from the permissiveness of the 1960s, the President 
declared that “the only way to attack crime in America 
is the way crime attacks our people—without pity.” 
But pitiless attacks, while simplistically pacifying, are 
usually merely vengeful and unthinking; are counter- 
productive to rehabilitation; fail utterly to deal with 
the basic causes of crime; and are no more likely to 
be successful in 1973 than were their ideological 
ancestors—the rack and crucifixion. 


Among other things, the President has asked Congress 
to enact a new death penalty statute, making capital 
punishment mandatory for each of several crimes 
where the jury finds an aggravating circumstance and 
fails to find a mitigating factor, such as youth or 
mental incapacity short of insanity. 


The insanity defense would be all but eliminated— 
available only where the defendant did not know what 
he was doing—and the rules of criminal responsibility 
adopted by every Federal circuit, save one, would be 
invalidated. Finally, he proposed a new narcotics law 
that would provide for pre-trial detention without 
right of bail for anyone charged with a selling offense, 
unless he is able to convince a magistrate of his 
non-dangerousness. The new law would also restore 
mandatory minimum prison terms, thus undoing a 
reform measure that he himself signed less than 3 
years ago: and increase the length of prison terms up 
to life sentences without the possibility of parole for 
second offenders convicted of selling more than four 
ounces of a mixture containing heroin. 


If enacted, the "crime package" will. in this writer's 
opinion, reverse many of the most progressive and 
fruitful reforms of the past several decades, leaving 
untouched deficiencies in the law that ery out for 
correction (lengthy pre-trial delays. the lack of 
differential post-convictional treatment modalities, the 
dehumanization of prisons. etc.). But will Congress 
have the courage to oppose it at the inevitable cost of 
being labeled soft on crime? 8 
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Aggression in youth 
is a natural 
phenomenon--how it 
is channeled may 
make the difference 
between enormous 
achievement and 
violent destruction 


Young continued 


b deas is an age. It is a stage, a 
Segment of time if one has 
lived long enough to enjoy or endure 
it. It is a life Space between puberty 
or adolescence and an age we call 
middle. 

Youth is also a movement. It is 
physical migration, the rapid and 
frequent. passage through. space— 
from home to college campus, to 
military service around the country 
and abroad, or even through abund- 
ant intracity travel. Rock or beat 
music, and the dances to accompany 
it, are only the latest form of physi- 
cal arousal in that type of movement. 

This has always been the case— 
from the Aleut Eskimos to the Con- 
golese, from Alexander the Great's 
trek across Asia to David's sling that 
slew Goliath, from Caesar to Christ 
—the movers, the adventurers, the 
conquerors, and the martyrs have 
been the young people. 

As part of the age cycle, they 
have a higher probability than any 
other age group for engaging in pro- 
test, overt expressions of grievance, 


Dr. Wolfgang is Professor and Chairman, 
Department of Sociology; and Director, 
Center for Studies in Criminology and 
Criminal Law, University of Pennsyl- 
vania, Philadelphia, Pa. 

This article was compiled from remarks 
made by him in a recent address to mem- 
hers of the Mental Health Association of 
Southeastern. Pennsylvania. 


Youth have 
a tendency to 
strike out 
for or against 
something 


or rebellion. Psychologically, and in 
terms of the sheer distance to bio- 
logical termination, youth have a 
greater tendency to strike out vigor- 
ously for or against something. 
The weight of experience has not 
Yet produced patience with things as 
they are. It is at this time that the 
Young person first wants to impose 
upon history and feels the capacity 
to produce change. More now than 
later in his life, he will feel he can 
Capture fate and steer it for his own 
benefit. It is a time of heightened 
feclings of individualism. If ever the 
individual believes he can overcome 
the larger forces around him. it is 
during the time of youth. 
This perspective moves him to be- 
eve each macrobody—bureaucra- 
Cles and institutions—has its peculiar 
fallability that can cause the whole 
Superstructure to crumble. Conse- 


lie 


quently, he assumes that the school, 
marriage, business, a political party, 
the police, a university—all have but 
single bolts of support that some- 
where, once attacked and removed, 
could make the entirety fall. P 
In this respect, we are told Hio 
youth today are sometimes ceos: 
sively impatient for change and Sn 
gage in violent displays of that hr 
patience; that they are uncouth an 
make the older generation uncom- 
fortable; that they are more agun” 
quent and more violent than o 
But in another context, we are a i 
told that they are the most intelli- 
gent generation in recent times. 


HERE is a feature of our culture 
that, perhaps unwittingly, m 
duced confusion and conflict betwee! 
youth and the older generation. 
refer to it as the sado-masochiste 
component of our social interaction 
from personal to international Un 
tionships. Youth are made dein 
by the existence of this compen 
and are secking solutions that ied 
prise running away, or Hue 
drugs, calmly promoting a aaron 
culture, or violently attacking t 
culture of older generations. 
On the interpersonal. level, le 
is probably the single best examp ls 
In the culture of many young peoP'* 


sex 


today, it is a recognized yielding (a 
maso-element) and a fulfillment 
seeking (the — sado-element) —an 
awareness of the character and qual- 
ity of the interpersonal dyad. I think 
this awareness, in itself, makes the 
entire drama unthreatening to both 
partners. But the older generation 
remains fixed in an old institutional 
mould and views youthful sex as 
promiscuousness or ephemeral, un- 
committed —transiency, sensation 
without intimacy. Thus, some unrest 
comes from a desire to retreat from 
the compromising, conditional ac- 
commodations of the sado-maso- 
chistic character of much existing 
BOX 

Skipping past the network of all 
other kinds of social interaction— 
economic, political, general bureau- 
cratic in which false fronts, fraud, 
uncthical diversions form norms of 
morality—let me leap directly into 
international relations. It is here that 
sham and the poker playing with 
men's lives are perhaps most blatant 
and disturb youth everywhere. I re- 
fer not to any specific international 
conflict but to the process of escala- 
tion and the shifting of values that 
occur during conflict. 

First, the parties enter into con- 
flict assuming cach is able to obtain 
victory that would be more valuable 
than the resources expended in the 
pursuit of the victory. But as invest- 
ments of moncy, men, time, energy. 
and ego increase and are expended 
without capacity to recover them, 
the goal in the conflict becomes that 
of breaking even on the expenses. 
This is victory in order to reduce 
losses. Each side in the dispute has 
by now put so much into the conflict 
situation that retreat mcans no vic- 
tory of the original prize and total 
loss of all investments. 

After the first stage—making a 
profit—has shifted to the second— 
an attempt to minimize losses that 
exceed the benefits of the initial 
profit. goal—a third goal shift oc- 
curs; namely. that of inflicting harm 
on the opponent simply for the sake 
of harm, to beat the other person 
(group or nation) whatever the 
costs, When this decision is reached, 


it is generally with the assumption 
that whatever the costs involved, 
they are worth incurring for victory 
over the opponent. 

But over time, it becomes obvi- 
ous to both parties that there can 
be no real winner and loser, that 
these terms become meaningless. 
And with this goal out of reach, a 
new decision with a new goal is 
commonly made—that of saving 
face. Saving face or fear of losing 
face become identical concepts. This 
is a war of attrition, and the conflict 
remains stable or ends—simply be- 
cause the parties have no resources 
remaining to continue the conflict. 

How do these descriptions of con- 
flict situations affect the unrest of 
youth? In several ways, I think. 
First, unlike the unconditional sur- 
render of World War IT, Korea and 
Vietnam were combat actions in 
which the original goals of victory 
were substituted by face-saving 
goals. Almost every analysis of 
youth violence and student protest 
or campus unrest in the United 
States has attributed much of the 
etiology to what is described as the 
wasteful loss of funds and people, 
foliage and food in Victnam. 


HE United States waged a battle 
T not supported by the majority 
of the people in that country or in 
the world. Even without rhetoric or 
tones of morality about that situa- 
tion, the conflict —described simply 
in the sociopsychological terms — 
promoted mounting frustration, 
especially among the young. 

Not privy to government informa- 
tion nor participants in the decisions 
to escalate the conflict, nearly a 
decade of birth cohorts were pushed 
through the anxiety of military serv- 
ice in a cause not shared by them. 
They saw the process as irrational 
and many refused to play— refused 
to be caught in the social psycho- 
logical trap of an investment inter- 
action that escalated by changing 


the targets of victory to targets of 
face-saving. regardless of costs. 

In some countries youth unrest is 
more latent than manifest. The vary- 
ing degrees of restlessness and vio- 
lence are partly a function of the 
extent of political repression, partly 
a function of youth’s allegiance with 
the rest of a country to defense 
against external agents. But it would 
be folly to ignore the elements of 
dissent, even where consensus seems 
assured. For what may be to the 
agents of power the sublime links of 
contact with the younger generation 
can be absurd shackles to the power- 
less. 

Masters treasured their slaves, 
and while some slaves respected and 
even loved some masters, plots of 
revolt were ever present. Prisoners 
are forever scheming to escape, a 
sign of their mental health as human 
beings in unnatural deprivation and 
constriction of life space. While 
youth are neither slaves nor prison- 
ers, they are increasingly aware of 
their ascribed status and seek to 
push the boundaries of their free- 
dom beyond the limits traditionally 
retained by adults. 

When this posture is combined 
with an awareness of adult errors, 
when the credibility gap increases 
between announced morality and 
practiced immorality, youth become 
righteously suspicious and look to 
their own created models for emu- 
lation. As unpolished and sometimes 
ahistorical as these models may be. 
the young people who fashion them 
are, in effect, telling their elders that 
they do not wish to be entrapped in 
the irrational game of escalation into 
conflict. 

There is yet another kind of cul- 
ture conflict that is embodied in the 
youthful generation of almost all 
countries. The degree of this con- 
flict is probably greater in the more 
developed and industrialized coun- 
tries than in the developed countries 
where the elemental struggles of 
humanity are closer to the soil I 
refer to the polarization that has 
occurred between humanism and 


continued 


Youn g continued 


Science, between persons labeled 
mystics by their adversaries and 
those denoted as crass technicians 
by their counterparts. 


B these two poles the 
youth of many cultures stand 
in a posture of confusion. They gen- 
erally deride the scientific technol- 
ogy perspective, calling it an empiri- 
cism devoid of human dignity. Yet 
youth's nebulous and vague referents 
of their rhetoric often have little 
touch with reality or man's capacity 
to improve himself or his socicty. 
Astronomy is abandoned for astrol- 
ogy, the historical and tedious study 
of religious thought is substituted by 
à yoga cult, and activism is seen as 
being contrary to retreatism instead 
of being a consequence of reflection. 

To return to the Ayn Rand indi- 
vidualism or a belief system wrought 
with mysticism and cultism is a re- 
treat from our increasing knowledge 
of how to effect change in people 
and the social structure. But the so- 
called humanist approach has much 
merit and can cause us all—not just 
youth—to be reminded of our hu- 
manity. 

Youth do not reflect their older 
generation’s problems so much as 
react to them. Their reaction is, in 
part, a rejection of the problems 
those in the establishment have cre- 
ated, perpetuated, or not solved. 
This may take the form of tolerated 
deviancy, or untolerated crime and 
violence. An attack on the social 
order—whether by cheating the 


Youth react 
more to the 
older generation's 
problems than 
reflect them 


telephone company, shoplifting from 
major chain stores, or bombing the 
Bank of America —becomes a politi- 
Cal act neutralized from its guilt- 
Causing mechanism because of the 
corruption assumed to lie in the 
system. 

The traditional common law 
youthful offender of previous gen- 
erations had much of this same kind 
of attitude, more nascent in its po- 
liticality but nonetheless felt. Today, 
as never before, this assumed idco- 
logical legitimacy is persuading and 
Pervading youth in great numbers 
everywhere. For instance, the dc- 
linquent gang is not a collection of 
mental pathologies but rather a 
Somewhat and sometimes organized 
&roup seeking to compensate for the 
exploitation and reduced life oppor- 
tunities suffered by them, their par- 
ents, and grandparents. 


We are now witnessing a new 
phenomenon in our prisons, which 
we still cuphemistically call correc- 
tional institutions. Young men and 
women who may have committed 
crimes as individuals, and with little 
cognitive awareness of why they did, 
are incarcerated with others of like 
background. But instead of becom- 
ing highly prisonized and taking on 
the old roles of prisoners of yester- 
year—the loner, the rat-fink, the 
wolf, the con man, the square John, 
etc.—they collect around a new p°- 
litical ideology. 


o longer are such yonne ka 
N willing to become mechanica 
automatons doing time; they are 
more concerned with their political 
and emotional health than with get- 
ting out only to be returned to their 
same despairing environment. Con- 
sequently, they rally around the ar 
tack not only on the correctiona 
system but the entire social system 
that victimized them in the m 
place. Their previously designatec 
idiosyncrasy and psychopathology 
become transformed into politically 
meaningful behavior when new 
shared by the inmates into iind 
propinquinty they have been placce: 
In short, madness and the sick labe 
are thrown off for the more palata- 
ble designation of radical. 

If this shift in perspectives among 
many youthful delinquents ae 
deviants was only a means of 5€ 
justification for blowing up society. 
I would be disturbed. But Onc* 


politicalized, they begin to rechannel 
their resourcefulness, intelligence. 
and youthful vigor into a concerted 
effort to reorganize and restructure 
prisons and society. 

I have seen many of them trans- 
formed by the ethos of service and 
social consciousness into very pro- 
ductive and politically effective lead- 
ers. Thus, through this process— 
born from within the criminal and 
deviant group, rather than imposed 
by authorities outside—a new and 
more effective vehicle for reforma- 
tion has emerged. This phenomenon 
occurs mostly among the lower 
socio-economic groups of young 
men who are caught in the network 
of the criminal justice system. 

Among university students—the 
middle and upper class white youth 
in America—there is a mixture. 
Those who are now voting at age 18 
have begun to recognize how they 
might effect change within the gen- 
eral political democratic system. The 
pace is slower than violence, but it 
does not bring a backlash of repres- 
sive measures. 

The revolutionary rhetoric is 
muted, and what were volatile con- 
frontation tactics that invariably 
escalated to the crunch of crisis and 
faulty communication between youth 
and authorities has become a con- 
structive and cooperative critical as- 
sessment for change. This group and 
this kind of activity we all seem to 
applaud, because it is less threaten- 
ing yet still capable of moving insti- 
tutions from their stagnancy. 

However, another group of youth, 
smaller in numbers, has retreated 
with despair. Their existential view 
of the world is coupled with hope- 
lessness, not only for effecting 
change but for coping with or within 
the system. Despondent. they dip 
into drugs or run to mountain caves 
to drop out and concentrate on their 
own introspective territory. Such re- 
treatism is not an act of faith; it is a 
rejection of the history of struggle. 

When youth is joined to violence, 
analysis of the association covers an 
enormously wide range of issues. To 
be sure. when violence occurs in 
crime or protest, youth is often its 
vehicle, but most crimes and protest 


are not violent, even when youth are 
involved—and relatively few young 
persons commit serious acts of vio- 
lence, compared to adults or to other 
crimes committed by youth. 

There are many different kinds of 
violence; some of it is legitimized 
by the norms of society and ranges 
from the force used in parent-child 
interaction to the conduct of na- 
tional war. The older generations of 
most societies are not entirely free 
from the use of violence, either in 
the earlier version of their own 
youth or in the context of their later 
years. The conduct of a war is but 
one of the more obvious examples. 


OREOVER, an older gencration 
M may be but slightly removed 
from the posture of the most proxi- 
mate cause for various kinds of vio- 
lence that a society comes to toler- 
ate. Since they have not yet arrived 
at positions of power where re- 
sponsibilities are shared, youth can- 
not be blamed for a society that 
yields violence because it fails to 
make automobiles and highways 
safer, fails to reduce inordinately 
high rates of infant mortality, to 
move more vigorously to reform 
cities of blight and organized crime. 
or to control the manufacture and 
sale of guns. 

The psychodynamics of group 
violence among lower class delin- 
quent gangs and middle class uni- 
versity students may have some 
common attributes. Boys on the 
street who slash tires and break into 
telephone booths have their counter- 
part in the fellows on campus who 
destroy administrative offices and 
seize the switchboards. If each group 
is saying in different rhetoric that 
what they attack is no good anyway, 
and if each is asking to participate 
in the rewards of the system they 
confront but have difficulty in con- 
quering, they may not be far apart. 

Impatient, the delinquent wants 
to “get what there is” through direct 


and immediate means. The student 
who becomes violent is willing to 
train but is opposed to the way he 
must do it and what he sees at the 
end of the race. Consequently, he 
disrupts to show his disdain. 

It might be said that for all their 
protest against established elders, 
youth, in a sense, rely on the pa- 
tience, understanding, tolerance, and 
responsibility of the older generation 
to check their escalating demands. 
One of the privileges of youth is 
having the ability to afford to com- 
plain and question. The older gen- 
eration becomes immersed in run- 
ning the system and must rely upon 
the younger to provide the pressure 
needed to question and reform it. 
Even when they show displeasure at 
the antics of student protest and riot, 
the older generation may have 
sneaking suspicions that youth could 
be right about many things. 

Yet, we should not idealize pro- 
testing youth. They are said to be 
brighter than ever before, but so is 
the world. They should be brighter. 
But their intelligence and social 
awareness do not guarantee the wis- 
dom of their proposals, nor can they 
alone replace education, compassion 
for adversaries, and wisdom to deal 
with social, legal, economic and po- 
litical complexities. 

Those who wish, in the words of 
Eric Hoffer, to retire before they 
work, teach before they learn, and 
consume before they produce are 
naive and impatient and will remain 
impotent. Instead of a new culture 
from their protest, we would get 
only a new collage. 

It is the task of those in power to 
be alert, to listen to the messages 
from the mouths of those once in 
our wombs, and to offer them an 
education to link the best of our 
traditions with the imagination and 
humanity needed to cope with the 
future. But our model has been 
faulty. and youth today will not 
trust our advice like a child who 
takes refuge in obedience. We 
should respect their caution, yet 
learn how to warn them. & 


THE THERAPIST AS A PARENT 


Do psychotherapists make better parents than people without train- 
ing? The answer is not an obvious one, and in the following 
dialogue, two child therapists reveal why. 


By Haim Ginott, Ed.D. 


DR. A: The public expects its mental 
health expert to be a better parent. 
If he personally cannot benefit from 
his professional experience and in- 
sight, what hope is there for his 
patients? 

DR. B: On the other hand, the same 
public, not without delight, tells 
funny jokes about the disturbed and 
disturbing children of psychologists 
and psychiatrists. 

DR. A: The questions are: Can pro- 
fessional competence be personal- 
ized? Can psychological principles 
be translated into child-rearing prac- 
tices? 

DR. B: I have my doubts. I am un- 
derstanding and tolerant with my 
child patients, but T easily lose my 
temper with my own children. T get 
angry, 1 yell, nag, and insult —just 
like a parent. 

DR. A: In a lecture, you once said. 
“What counts in parent-child rela- 
tions is not a particular method but 
general attitudes.” I know you have 
a marvelous general attitude toward 
your own children. So, how is it 
that in daily existence you make 
their lives miserable? 

DR. B: I can't be objective with my 
own children. I am spontancous. I 
don't use any deliberate techniques 
on them. 

DR. A: Whats wrong with applying 
to your own children methods 
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proven helpful with your young pa- 
tients? 

DR. B: It seems so manipulative, so 
contrived, so lacking in spontancity. 
DR. A: The mental hospitals are full 
of patients who as children were 
given the "spontancous treatment” 
by their parents. “What was on their 
lungs was on their tongues.” And 
their tongues spewed invectives and 
insults. 

DR. B: You mean you are against 
being spontancous with your own 
children? 

DR. A: No, not at all. What I'm 
against is impulsiveness masquerad- 
ing as spontaneity. There is nothing 
wrong with parents examining their 
natural reactions to their children — 
to separate the chaff from the wheat, 
to learn what helps and what hurts. 
DR. B: Are you saying that some of 
our spontancous reactions may be 
damaging to our children? I agree. 
Even under provocation, it would 
never occur to me to call a young 
patient abusive names. Yet, I do it 
to my own son. When one of my 
child patients accidentally spilled red 
paint in the playroom, I knew cx- 
actly how to respond: “Oh. The 
paint spilled. We need a sponge. 
And here is some water for you,” 
It was a spontancous remark, It 
was not contrived nor was it acci- 
dental. It was the result of my thera- 
peutic training. 

DR. A: If your son accidentally 
spilled paint on the rug at home, 
what then? 

DR. B: Don’t ask! Of course, i: 
would depend on my mood, but I 
have been known to blame, name, 
and shame. 

DR. A: Give us the gory details! 
DR. B: “Look what you did. You are 
so clumsy. You are like a bull in a 


china shop. You are nothing but 
trouble. How many times do I have 
to tell you to be careful. It’s no usc. 
You are a slob—always were and 
always will be." 

DR. A: All in one breath? 

DR. B: No. I gave you a composite. 
And it's no laughing matter. I can 
sec how protective I always am of 
my little patients and how destruc- 
tive 1 can sometimes be with my 
own child. In the heat of the mo- 
ment, I don’t think of applying my 
“trained spontaneity” to my own 
son. 

DR. A: A great master once told his 
students, "Learn techniques and 
then forget them." This is the veritas 
of every virtuoso. It also applies to 
us. 

DR. B: Isn't there a danger that we 
will become therapists rather than 
parents to our children? 

DR. A: No, not at all. I give child 
patients the best Ive learned. And 
that includes properly timed inter- 
pretations of unconscious processes. 
We would not think of interpreting 
for our own children. But what is 
sensitive, compassionate, and human 
changes little from office to home. 
DR. B: I wouldn't think of trying out 
psychological theories on my own 
children. 

DR. A: Why not? Wouldn't you 
rather be psychotherapeutic than 
psychonoxious? 

DR. B: Just as a surgeon cannot 
operate on his own family, a psychi- 
atrist cannot be a therapist to his 
own child. 

DR. A: Are you saying "I have 
learned nothing in child psychiatry 
that is useful to me in child rearing”? 
DR. B: 1 wouldn't go that far. 

DR. A: How far would vou go? I 
assume that if your son broke his 
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arm, you wouldn't faint at the sight 
of a bone sticking out of his skin. 
You would use your medical train- 
ing and experience to help your son 
cope with his pain and panic. 

DR. B: I wonder why we apply so 
little of our psychological know- 
how to bringing up our children. 
L for instance, deal with my son 
essentially the way my mother dealt 
with me. I sometimes even use her 
tone of voice. It is as though T were 
replaying a familiar tape. 

DR. A: Are you looking for an un- 
familiar tape? A new script? The 
sound of a different drummer? 

DR. B: I don't like my parental tape. 
All parents unconsciously recite 
past scripts. But we are awarc. We 
should be able to write our own 
script and follow the best of our 
own drum. 

DR. A: You sound like a typical 
parent. 

DR. B: I do, and it bothers me. At 
home, when the feathers hit the fan, 
I don’t know how to turn it off. Like 
other parents, I regress and regret, 
even after a personal analysis and 
professional training. T suppose all 
parents are vulnerable. There is no 
way to win with your own children. 
Heads we lose. Tails they win. Chil- 
dren are not friends of adults. They 
are dependent on us. And depend- 
ency often breeds hostility. 

DR. A: Yct, in therapy we know how 
to make friends of children. Only at 
home we are at a loss. Children 
present concrete problems that do 
not yield to glittering gencralities 
about love, respect, acceptance, in- 
dividual differences, and personal 
uniqueness. These concepts are too 
large. They are like a $1,000 bill — 
good currency but useless in mect- 
ing daily needs, such as buying a 
cup of coffee, taking a cab, or mak- 
ing a phone call. For daily life, we 
need coins. For child rearing, we 
need psychological small change. 
akin to that used in child therapy. 
DR. B: That was a nice speech. I 
have no argument with it, so far. 
But pray tell me, what is psycho- 
logical small change? 


DR. A: Specific ways of dealing 
effectively and humanly with the 
minute-to-minute happenings—the 
small irritations, the periodic con- 
flicts, the sudden crises. 

DR. B: Tell me how you as a parent 
have benefited from you as a thera- 
pist. 

DR. A: I can give you a long list. 
but I am afraid you'll think I have 
all the answers. Well, I don't. I have 
learned, however, to respond more 
humanly to the daily difficulties pre- 
sented by my children. 

DR. B: Just the facts, Doctor— just 
the facts, please! What did you take 
home from child therapy? 

DR. A: I have learned how to ex- 
Press anger without insult—even 
under provocation. I don't call my 
children abusive names. 1 don't of- 
fend their personality attributes and 
don't attack their character traits. T 
don’t tell them whom they resemble 
or where they’ll end up. Instead, 
just as in therapy, I state what I 
see, what | feel, and what needs 
to be done. 

DR. B: You mean you don't lose 
your temper with your children? 
DR. A: On the contrary. Now, I am 
not afraid of my anger, because I 
know how to express it without 
doing damage. I am authentic; my 
words fit my feclings. 

DR. B: What else have you learned 
in child therapy? 

DR. A: That the beginning of wis- 
dom is silence, and that authority 
calls for brevity. So T talk less, and 
I listen more, When things go 
wrong, I don’t teach lessons. I look 
for solutions. I've learned to re- 
spond to my children's complaints 
without being defensive or counter- 
complaining. T often employ sym- 
pathetic grunts and brief comments 
rather than cold logic. 

DR. B: Such as? 

DR. A: “Ohhh, I sce. So that's what 
happened. So that's how you fecl. 
So that's your considered opinion. 
] appreciate your sharing your views 
With me, Thank you for bringing 
them to my attention. Let me write 
down your suggestions to help me 


remember." I deliberately avoid em- 
barrassing questions. I avoid cold 
logic in hot situations. Since the 
world talks to the mind, I talk to 
the heart. For instance, in child 
therapy I have learned that even 
some praise can be destructive. So 
I don't use it—cither in the play- 
room or at home. I avoid praise 
that puts a child under obligation to 
live up to the impossible: "You are 
always so considerate. You are an 
angel." My praise is appreciative. It 
describes the child's efforts and ac- 
complishments, and my feelings 
about them. It does not evaluate or 
judge him. It neither compares nor 
condescends. ; 
DR. B: Could you elucidate a little 
more? ' 
DR. A: “T like your request. It makes 
it possible for me to clarify my 
views. I appreciate your interest. 
You see, that was appreciative 
praise. : 
DR. B: How would you have praised 
me before child therapy? 

DR. A: “You are great. You always 
come to my help. You are very con- 
siderate and generous, too. You are 
doing a marvelous job—better than 
anyone else." * 
DR. B: I can do without such praise. 
DR. A: So can children. The medica 
motto, primum non nocere (first O 
all do no damage), applies also tO 
our children. First of all, don't deny 
a child's perception. Don't pe 
his feelings. Don't argue with 2d 
experience. Acknowledge perceP 
tion, feclings, and experience. 
DR. B: With our own children, oa 
hard to be an expert. They make 
laymen of us. A 
DR. A: es we, too, need Belp 
fulfilling our parental roles. We gn 
to recognize that our responses 3 
our children are not without OR 
sequence. They affect conduct p 
character for better or for c xm 
We already possess the knowle ew 
What we nced is to transfer comP 
tence and translate skill. This e 
morphosis will not occur ud 
cally, but as psychotherapists 
have a head start. m 


it’s 


The First Wor 


By Michele MacFarlane 


pre-vent (pri-vént ) v. -vented, 
-venting, -vents —/r. 


1. To keep from happening, as 
by some prior action; avert; 
thwart. 


HAT does it really mean to 
W prevent something? You 
know when a prevent defense works 
in football, the other team doesn't 
score. But what about mental ill- 
ness? How do you know when you 
prevent that? 

Prevent as a concept has special 
significance in relation to illness. In 
the field of public health, for in- 
stance, a whole vocabulary has been 
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developed to indicate the applica- 
bility of the concept to different 
phases of the illness process. One 
of these specialized terms, primary 
prevention, came to mean those ac- 
tions that could be taken to avert 
disorders before they began. Suc- 
cessfully applied in that field for 
years as a concept of intervention, 
it has since been recognized by ex- 
perts as being also applicable to 
mental and emotional disorders 
However, in this context, due to 
several important factors, it has 
never been translated into a national 


program. 

That prevention is difficult. to 
prove conclusively is one of the 
reasons why programs have not 
been implemented. Prevention im- 
plies a direct relationship between 
one cause and one effect. However, 
cause and effect relationships for 
mental disorders are simply not 
known in a way that would suggest 
an orderly and systematic attack 
based on the origin of the problem 

Prevention also implies that there 
must be intervention into a person's 
life system. But the point at which 
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intervention is essential does not fol- 
low a set pattern either. The kind, 
amount, and duration of stress that 
can be tolerated differs from indi- 
vidual to individual. This also varies 
in each individual from day to day. 
As research and experience increase 
our awareness of the complexity of 
interaction among causative forces 
in mental disorders, the difficulties 
involved in evaluating preventive 
efforts become clear. It is not possi- 
ble to satisfy those people who still 
demand the simple program results, 
i.e., how many cases of mental ill- 
ness did you prevent this year? 


S an organization concerned 
A exclusively with the mental 
health of our society, The National 
Association for Mental Health 
(NAMH) has begun to tackle the 
problem of prevention. It has de- 
veloped a social action program to 
offer both guidance and national co- 
hesiveness to those NAMH Divi- 
sions and Chapters already involved 
in prevention, and to give encour- 
agement to those who have yet to 
begin. The target population of this 
first program is the fetus/neo-nate 
from conception to 6 months after 
birth and the parents of this child 
during the same time span. 

The action program model was 
developed by a Prevention Commit- 
tee who researched what is known 
about preventing mental disorders 
for this population. Such knowledge 
falls into three areas: e the delivery 
and development of a neurologically 
and physically healthy child: e rc- 
inforcement of healthy coping abili- 
ties in parents; and e social systems 
that are responsive to the social 
needs they were designed to meet 
and which make up the larger en- 
vironment into which the child is 
born. 

The first step in this program is 
to organize a group of interested, 
community-citizen volunteers and 
prepare for action. Experience 
teaches that a job gets done well 


when there are people specifically 
and primarily concerned with getting 
it done, and who feel well-prepared 
and well-informed in the area of 
their interest. In this respect, prc- 
paredness involves finding out first 
what is known about primary prc- 
vention and, second, what are the 
issues in prenatal and perinatal care. 

Read about the issues and discuss 
personal experiences to get a well- 
rounded picture of how and why the 
Period of pregnancy and new par- 
enthood can be potential life crises 
for the person or couple involved. If 
this field is entirely new to the group, 
it’s best for you to choose just one 
of the following areas for concen- 
trated attention: the unborn child, 
delivery, the newborn, pregnancy, 
parenthood, medical services sys- 
tem, social welfare system for finan- 
cial aid, family court system, public 
education system, and family coun- 
seling services system. * 

Once a specific area is chosen and 
everyone is informed about it, find 
out what the situation is in the com- 
munity—both what people want and 
need, and what is provided. For 
example, you may decide that, from 
what you know, prenatal and peri- 
natal care are good, and the social 
Systems seem adequate. But in the 
area of pregnancy (reinforcement 
Of healthy coping skills), there 
SCems to be great need, as there are 
nO known parenting preparation 
Services. [n the total community, 
this would involve looking at the 
Services of prenatal clinics and pri- 
vate obstetricians who, as profes- 
sional Caregivers, arc already in- 
volved with the pregnancy. 

Y now you have read about the 
"changes" à woman goes through 
When she is pregnant, and you re- 
member that when your wife was 


"The first three are in the area of the 
neurologically and physically healthy 
child; the second two fall under the 
development or reinforcement of par- 
ental coping skills: while the remainder 


are concerned with supportive 


social 
Systems. 


expecting she was the same way— 
behaving differently than usual, 
needing different things from you 
in the way of emotional support. 
You remember that first child and 
how you felt kind of lost, becausc 
your family lived far away and you 
felt some of your questions were too 
silly to ask the doctor or a friend. 
And you now know much more 
about primary prevention. i 

So you decide to spend a morning 
at the clinic where many women in 
your community receive obstetrical 
care. It is a cold, bleak waiting 
room. The receptionist keeps her 
eyes down at all times and reacts 
irritably when interrupted for direc- 
tions to the rest room. Everyone else 
who walks through seems very busy 
and unapproachable. The woman 
beside you complains she has HENGE 
seen the same nurse or doctor twice, 
and that it seems like cach onc 
doesn't know what the one before 
told her. 


; d 
UCH an experience coul 


prompt a number of a 
you would want to ask the ae 
director during your group’s mee 
ing with her next week. Do all € 
the staff understand that women ATE 
more sensitive during pregnani 
Do they realize that their peo 
and behavior in a contact be 
expectant mother can affect a 
woman's feelings about hersclf an 
her relationships? Do they eir 
that they have "skills" such as she 
ing, listening and knowing usa 
get answers to questions, and b "i 
they can contribute to the ment? 
health of the patients? E 

Or you Ty discit the RBS 
situation. You find everything m 
clinic quite pleasant, or that a 1 
suggestions for minor changes ptm 
probably be welcome. You Ts 
could inquire about the availabi se 
of educational programs through ! ^ 
clinic or by referral to help be 
pectant parents prepare for birth TA 
parenthood, and work through ret 


tionship problems. For instance, is 
there an opportunity for expectant 
mothers to air and resolve feelings 
about themselves and their preg- 
nancy? Are men helped to under- 
stand the changes in the pregnant 
woman? Are there training classes 
and procedural hospital policies that 
enable fathers to participate by be- 
ing present in the delivery room 
during birth if they so desire? Such 
questions would also apply to the 
services of private obstetricians and 
their patients. 

Once a clear picture of the situ- 
ation is determined, it is important 
to let the public know about it, and 
what it means in terms of mental 
health. This step would be the same, 
regardless of the area chosen as most 
critical. Public awareness can be an 
aid in getting appropriate changes 
made, and special groups may be 
interested in working on an orga- 
nized prevention effort. Professional 
and volunteer groups should also be 
approached. The more help the bet- 
ter in a program that has as its goal 
some kind of social change. 

The activity discussed thus far 
has been preparatory to the type of 
social action the NAMH program 
suggests. The next step. therefore, 
is to decide—given the situation 
that fact finding has uncovered— 
what can be done to correct or im- 
prove it. This will mean choosing a 
specific program goal, and that goal 
may change only part of the larger 
problem. It may be as simple as get- 
ting a genetic counseling service 
started, or as complex as getting a 
detrimental public welfare or school 
board policy changed. In any case, 
essentially the same process is fol- 
lowed. 

After the goal has been selected, 
check with any groups or organiza- 
tions that may have statistical data 
about the specific target population 
your program will affect. If you in- 
tend to get a genetic counseling pro- 
gram started, your state health de- 
partment may be able to tell you 
how many infants were born last 


year with congenital defects, and 
may even be able to provide a break- 
down of that figure. If you plan to 
work to eliminate an exclusionary 
policy about unwed school-aged 
pregnant mothers or fathers, the 
school system, PTA, teachers asso- 
ciation, or a special interest group 
may know how many adolescents 
this affects yearly, how many get 
alternative education, and how many 
quit school completely. If you want 
to start a parenting education class. 
statistics on divorce rates of new 
parents may be available through 
child welfare services, while the 
health department could supply in- 
formation on the numbers of bat- 
tered infants and failure-to-thrive 
babies. 


EXT. carefully consider all the 
N individuals or groups, particu- 
larly those who hold power and in- 
fluence in the community who will 
be sources of support. Then, con- 
sider those you feel will be opposed 
to change efforts. To achieve your 
objectives, you will need to deter- 
mine the kind of opposition and then 
plan an appropriate strategy to 
maximize support of your position. 

Does the opposition to regular 
classroom education. of expectant 
teenagers arise from a value conflict, 
such as the feeling of the school 
board that pregnant girls in the 
classroom will influence other stu- 
dents toward "immoral" behavior? 
Does opposition to the use of psy- 
chiatric consultation for clinic staff 
seem to stem from ignorance of the 
mental health implications of preg- 
nancy, such as lack of understand- 
ing that certain kinds of behavior on 
the part of clinic or office personnel 
is detrimental to the mental health 
of pregnant women? Opposition can 
also stem from such factors as the 
seeming lack of alternatives, ad- 
ministrative rigidity, or a shortage of 
staff time or money. This kind of 
understanding will help you develop 
the most effective action plan. 


In your action program, you 
should enlist the direct aid of pro- 
ponents of your position whom you 
feel could be particularly helpful. 
For example, the support of a hos- 
pital administrator may help change 
the mind of a clinic director; the 
PTA and teachers association may 
help testify before the school board; 
or a mass media exposé of the 
implications of the problem may 
help change general public opinion 
and rally the support of those not 
aware of your efforts. Political pres- 
sure may be generated by a Con- 
eressman, and community support 
enhanced by working with other 
active, involved volunteer groups 
such as Junior League, League of 
Women Voters, and those concerned 
with children's issues. 

If first efforts don’t result in the 
desired change, the situation needs 
to be analyzed again. Initial impres- 
sions of the nature of the problem 
may have changed in the process of 
working with the people involved. 
Because of new knowledge, you may 
wish to change your goals and/or 
your strategy. 

This whole program will take 
time. After achieving your goal, you 
will want to document the steps you 
took and the results of cach step. 
This should give some indication of 
the change that has taken place in 
the community. In addition, new 
yearly statistics that correspond with 
the original data collected will give 
you an idea about whether fewer 
parents are beating their children, 
fewer adolescents are quitting school 
because of pregnancy, fewer couples 
with predictable genetic problems 
are having natural children, etc. 

While no one group can take sole 
credit for changes like these, con- 
cern and action are infectious: they 
do raise awareness, and they are 
the ways things get accomplished. 
The need for concerted, organized 
efforts to. prevent mental disorders 
in children is critical. We cannot 
afford to ignore using what we al- 
ready know. B 
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Behavior 
Modification 
with family trains 


The 
Parent 


as a 
Therapist 


By Iris E. Fodor, Ph.D. 


His past decade has seen the 
T rise of behavior modification 
approaches for the treatment ofa 
variety of emotional problems. One 
such approach that can be built into 
community mental health programs 
is that of training parents to be 
auxiliary therapists for their children. 

Since most serious behavior prob- 
lems are usually present throughout 
childhood and adolescence, such a 
service would provide long-term 
contact utilizing short training scs- 
sions with periodic refresher courses 
at regular intervals. This contrasts 
with the more typical pattern of of- 
fering treatment for chronic cases 
over a limited amount of time, with 
some contact during periods of 
crisis. 

Generally, in behavior modifica- 
tion work with families, parents are 
trained not only to recognize the 
troublesome (target) behavior, but 
to deal with both the antecedent 
conditions and the consequences of 
behavior, which are usually scen as 
reinforcers that maintain behavior. 
Take, for example, a temper tan- 


continued 
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Parent continued 


trum. A parent might record the 
antecedent condition of this target 
behavior as the child being told, “No 
ice cream for supper.” A tantrum 
follows and, as a consequence, the 
ice cream might be produced. 

This, in turn, would serve to in- 
crease the probability of tantrum 
behavior in future instances. How- 
ever, with a behavior modification 
program, parents are able to change 
these consequences by learning ob- 
jective ways of recording and study- 
ing the troublesome behavior and its 
antecedent conditions. 

In this respect, it is assumed that 
Parents of emotionally disturbed or 
brain-damaged children are not 
themselves sick and do not need help 
in dealing with their own problems 
before they are able to help their 
children. 

The problem in such cases is one 
of the parent not really knowing 
how to adequately utilize the rein- 
forcement contingencies at his dis- 
posal to alter the child's behavior. 
Consequently, the parent's person- 
ality dynamics and family back- 
ground are not emphasized, nor is 
the interaction between these factors 
and the etiology of the child's symp- 
toms. Instead, the focus is on teach- 
ing a parent the tools for behavior 
change. 

To illustrate what Em talking 
about, let's examine one such parent- 
training program. It was initiated by 
a group of parents—members of an 
organization to aid mentally ill chil- 
dren, who were impressed by the 
Success of other behavior modifica- 
tion programs, 


In this program 
parents are viewed 
as potential teachers 
and not patients 


HESE parents represented a very 
T mixed  group—some were 
highly sophisticated professionals, 
while others had little formal educa- 
tion. The children ranged in age 
from 4 to 21; some had extensive 
psychiatric treatments, others had 
none. Most were diagnosed as 
autistic, schizophrenic, or brain- 
damaged, and they all lived at home. 

Using the following format, the 
group met for sixteen two-hour ses- 
sions. The first hour was devoted to 
lectures and demonstration, while 
the second was spent in small 
groups, with the parents being led 
by therapists, 

The large meetings were devoted 
to learning theory and methods of 
behavior modification. We showed 
films on Operant conditioning, lec- 
tured about reinforcement, shaping, 
Punishment, construction of learn. 
ing materials and provided demon- 
Strations of these concepts. 

Throughout all of this, we treated 
the parents as potential teachers and 
not patients. Stressed was the view 
that the Causes of their children’s 
Problems were unknown, but by 
Studying in slow motion the chil- 
dren's behaviors they could under- 
stand what maintained them. Except 
for a few demonstrations, the chil- 
dren were not seen. 

In the small group sessions, the 
Parents were trained in observing 
and recording behavior. These indi- 
vidual sessions were led by experi- 
enced behavior therapists, although 
a behavior modification | service 
could utilize the Skills of trained 
Parents and graduate students for 


these small group sessions. Training 
parents how to record behavior ob- 
jectively, to think in small steps, to 
break down the contingencies of re- 
inforcement is the most difficult part 
of any program of this nature. : 

In this procedure, the parents 
listed both the behaviors they wished 
to change and those they wanted ie 
build up, as well as the objects an 
activities their child liked. 

At first, their lists were too vague 
or general, e.g., hyperactivity. They 
had to learn to specify what pied 
meant by hyperactivity, under wha 
conditions it occurred and what pe 
consequences were. Also, they foun 
it difficult to select only one problem 
when their children had so many 
The emphasis in the program Ka 
not on specific symptom renov E 
but on teaching these parents 3 
method they could use on their own. 


N example of this procedure i 
be seen in the case of i s 
9-year-old boy diagnosed as gone 
at age 275, He had been its 
from public school for UT 
behavior at age 6 and was atten ae 
a local school for emotionally: i 
turbed children for half-day T 
At the beginning of the program, se 
parents reported no speech and p 3 
vided a list of behaviors to cee 
and improve, as well as potent’ 
reinforcers. x 
Some of P'/s behaviors ter 
wished to change concerned rr 
petitive noises, temper tantrums, e 
hitting when frustrated or a d 
Those behaviors they wanted to !! 


prove were the boy's use of words, 
his comprehension, and the willing- 
ness he had to concentrate and 
learn. As far as reinforcers went, P. 
enjoyed toys, swimming, cating 
honey, looking at color slides, and 
nightly piggy-back rides with his 
father. 

Since the parents seemed most 
concerned about P.s muteness, 
speech became the target behavior. 
But it was also stressed that this be 
used as a model for them to learn 
to deal with other behavior patterns. 
They were first trained in observing 
and recording all utterances, grunts, 
sounds and attempts at communica- 
tion. After a week of keeping daily 
observation records, it was clear 
that P. was trying to communicate 
but was not being rcinforced for his 
efforts. 

With this in mind, the following 
program was initiated. For a week 
all attempts at making any sounds 
were immediately reinforced at 
home with attention, candy, praise, 
etc. Even during the nightly piggy- 
back rides, P.'s father was instructed 
to move only if he made a sound. 
Both parents kept careful recordings 
of all this, and after one week there 
appeared to be an increase in the 
youngster's vocalizations. 

To maximize the gains from this 
program, formal instruction was in- 
troduced as well. P.'s mother was 
encouraged to spend 15 minutes per 
day shaping his speech behavior. 
while he, in turn, was trained to 
look at her mouth as they both 
went through a simple picture dic- 
tionary. Any attempts at imitating 


The major change 
was in the parents' 
own attitudes 


sounds were reinforced by a spoon- 
ful of honey. 

Gradually, by utilizing a shaping 
procedure, i.e., reinforcing succes- 
sive approximations of the target 
words, P. obtained a vocabulary of 
14 words by the end of the first 
month and was attempting to com- 
municate using these words. After 
3 months, he was demonstrating a 
50-word vocabulary and some sim- 
ple sentences (“want cookie”). Two 
years later, his mother reports that 
speech still progresses and she is 
using these methods to work on 
other behaviors as well. 


HE other parents worked on 
T such problems as helping chil- 
dren use utensils, pay attention, con- 
trol hyperactivity in the super- 
market, eliminate bizarre repetitive 
symptoms, etc. While most of them 
reported improvement in the target 
behavior, the major change involved 
their own attitudes. They felt that 
they now could discover methods to 
reach their children and help them, 
and did not have to completely rely 
on experts. 

Clearly, the latter approach shows 
great promise for community men- 
tal health clinics. Parents of severely 
emotionally disturbed children re- 
quire long term assistance that seems 
boundless, yet there are just not 
enough therapists to provide all the 
needed help. For that reason, the 
following behavior modification 
service is proposed. 

During the first year of contact, 
for about 6 to 8 weeks, a group of 


parents could participate in a par- 
ent-training program and then re- 
port back in 6 months on the 
progress. At this time, they might 
require additional training or con- 
tinue to come back periodically for 
additional programs. These pro- 
grams could even be scheduled by 
the centers as courses, e.g., remov- 
ing temper tantrums, improving at- 
tention, dealing with adolescent 
problems, etc. Also, as the parents 
became more sophisticated in the 
use of these techniques, they could 
be used as aides to train new parents. 

While these methods have now 
been used successfully with all child- 
hood problems, they seem particu- 
larly adaptable for the child with 
retardation, brain damage, psycho- 
sis, severe temper tantrums, and 
self-destructive  behavior.* Other 
types of programs might also be 
initiated for the more traditional 
neurotic problems of phobia, bed- 
wetting, stuttering, and compulsive 
behavior. 

In view of the overcrowded and 
often deficient nature of institutional 
settings, such programs could par- 
ticularly benefit those families intent 
on keeping their child at home. 
Surely, such cases could be the focus 
of a behavior modification service, 
and psychologists could spend their 
time training parents instead of re- 
testing their children to record non- 
progress year after year. @ 


* There are now special books, films and 
programs available for training parents 
in this manner (Patterson & Guillion 
[1968] and Homme & Tosti [1971], 
among others). 
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How to answer 
the question 
What 
Happens | 
When 
By Peter G. Miller 
and Jan Ozga 


Mommy, 


LTHOUGH many enlightened par- 
A ents are prepared to answer 
the question, “Where did I come 
from?", few will discuss another 
query from their children, “What 
happens when | die?" 

Even as questions relating to birth 
and sex have been shrouded in 
fantasy or avoided, the concept of 
death has frequently been treated 
with equal irresponsibility. The con- 
sensus of many authorities is that 
death has replaced sex as the taboo 
subject of our times. 

The single greatest problem in 
discussing death, religious concerns 
aside, is that it represents the un- 
known. A Gallup poll taken several 
years ago indicated that only a quar- 
ter of those surveyed believed in 
life after death. 

Today, there is a new awareness 
of death. In fact, several observers 
maintain that drug usage (escape 
and mortality transcendence) is a 
means of psychologically escaping 
death. Communal living (strength 
in numbers) is also viewed as a 
form of death avoidance. 

Most studies reveal that children 
think of death, but within various 
conceptual boundaries. They also 
accept it in several stages. 

For instance, before the age 3. 
children do not have intangible or 
abstract ideas and so do not under- 
stand the concept of death. From 3 


Mr. Miller is President of Republic New 
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to 5, they learn to distinguish be- 
tween animate and inanimate ob- 
jects. Although a child may have a 
limited understanding of death at 
this time, he will deny its existence. 

Children in the 5 to 9 age group 
become aware of both death and the 
sorrow it can bring. They observe 
living things, such as flowers, pets 
or people dying, and they will agree 
to the finality of death (getting old, 
body decay) but not to the uni- 
versality of it (“not to me”). Dur- 
ing this age period, death becomes 
personified, and children identify 
such concepts as the boogey man 
or the angel of death. 

By age 9, or soon thereafter, most 
children have witnessed death and 
wondered about its causes and life 
afterwards. At this time the child 
finally accepts the fact that he will 
die. Even so, he continues to be- 
lieve that the event is so distant that, 
in effect, it is impossible. Not until 
children reach the age of 12, do 
they understand the generality and 
impersonality of death. 


Pu can help their children 
understand death, an under- 


standing that is important in the 
development of any child. Regard- 
less of the motivation for inquiry, 
be honest. No fairy tales. Be objec- 
tive but not too technical. A child 
may not be ready for biological or 
philosophical explanations. Com- 
plex discussions may only confuse 
him. Only answer what is asked. 
Often children will ask about 


death in relation to a specific ex- 
perience, such as the death of a pet 
or insect. Parents should sympathize 
with the child’s loss. In explaining 
death, physical contact should be 
maintained, while the parent re- 
assures the child that he is loved 
and that those who care for him 
will live together for a long time. 

In discussing death there arc some 
things parents should avoid. 

e Never tell a child that a dead 
person went to sleep. Children hear- 
ing this explanation may refuse to 
go to bed for a long while there- 
after or develop other psychological 
disturbances, such as a fear of the 
dark. 

e Never tell a child that God took 
someone away because He loved 
them. The child may develop a dis- 
torted sense of motivation (reward 
and punishment), values and mor- 
ality. 

e Never use death-related threats 
to motivate a child. Comments such 
as "the boogey man will get you" 
may disturb him, particularly in the 
personification state of development. 

Most authorities agree that by 
age 7—the accepted age of reason 
——children are old enough to attend 
a funeral A parents reaction is 
transmitted to his children and, de- 
pending on his understanding of the 
process, à child should participate 
in the mourning process. 

Children tend to view death as an 
aggressive act. Shielding the child 
from the event may cause him to 
think that he was in some way re- 
sponsible for the occurrence and the 
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When I Die continued 
temporary sorrow that followed. 
Grieving is considered a healthful, 
natural experience. 

Dr. Daniel Leviton, a professor 
at the University of Maryland, sug- 
gests that information should be 
germane to the child's experience 
and perception. 

In the instance of a terminally ill 
child, Professor Leviton feels that 
parents should retain close contact 
with the child and allow him to use 
his own mechanisms—verbal or 
symbolic (drawings, acting, others) 
—to express his ideas about death. 


R. Leviton, who teaches Death 

Education and Suicide Be- 
havior, one of 10 such university- 
level courses in this country, says: 
"The skillful listener should help 
him vent his fears and tell him that 
death need not be painful, for every- 
one dies.” 

Dr. Elizabeth Kubler-Ross, con- 
sidered the world’s leading authority 
on death, believes that children who 
have ominous feelings about their 
fate and express them in word and 
action tend to view their death more 
positively, more serenely, after they 
are allowed to express their feclings. 
As a result, these children adjust to 
their condition and live their re- 
maining days in relative peace. 

“Telling the child he is going to 
die depends on his ego strength,” 
according to Professor Leviton. Not 
all children are capable of coping 
with the truth. If the child does not 
pursue the subject, it is frequently 


prudent not to force the issue. 

Certain cultures, even within the 
United States, tend to cope with 
death better than others. For exam- 
ple, rural residents seem to adjust 
to the inevitability of death more 
easily than the urban population at 
large. 

“The city person usually asks me 
to spare no expense in order to keep 
a dying relative alive,” states Dr. 
Robert Leachman of St. Luke’s 
Hospital in Houston. “But the rural 
person, who has lived his life in 
close contact with the cycle of na- 
ture, accepts death more readily as 
a fact of life.” 

In part, these different patterns 
of death acceptance can be at- 
tributed to personal orientation. 
Maryland’s Leviton advocates more 
research in the area of death edu- 
cation, so there will be a greater 
public understanding of this subject. 
Through death education, perhaps 
as part of regular school curricu- 
lums, he hopes to “remove the 
mythology, so people can face 
death—their own deaths and the 
deaths of others—and therefore live 
happier lives.” 

If a child is to understand life. 
he must also have some familiarity 
with death. As Dr. Margaret Nagy 
comments, “It is really not possible 
to conceal death from the child nor 
should concealment be permitted. 
Natural behavior in the child’s pres- 
ence can greatly diminish the impact 
of his acquaintance with death.” It 
may be bad news for the “boogey 
man,” but it’s good news for kids. m 


Death should not 
be concealed 
from the child 


here was a child went forth every day, 
And the first object he look'd upon, that 
object he became, 
And that object became part of him for 
the day or a certain part of the day, 
Or for many years or stretching cycles 
of years 
Walt Whitman 1819-1892 


CHILD 
GOES 
ORTH 


continued 


* 


x c 


A CHILD GOES FORTH continued 


See the faces. See the faces smile. 
Honesty is in the faces of children 
trusting the world they find. 
These children are all children, 
your children. They smile with 
freedom, as though they have a 
special and secret understanding 
of mysteries we have long 
forgotten: magic, make-believe, 
fantasy and love. We pretend, 

to avoid reality; they pretend, 
and create it. 


Who are these people who have 
inherited our earth? Are these 
the faces of the meek? Perhaps 
they are the truth. Certainly they 
are beautiful. Could they also be 
wise? What do they know? 


They know the joy of facing each 
day as the beginning of history. 
They know the pure feel of 
human touch and warmth. They 
know the exhilaration of an 
uninhibited act. But what do they 
know of us? 


Ah, it is from us that they learn 
the great lessons of life: to rank 
colors according to our 
prejudices; to distinguish 
between the acceptable and the 
unacceptable lie; to show no 
emotion where joy should 
prevail. 


Come! Walk among these smiling 
faces, and briefly share a smile 
of yours with one of theirs. These 
are all children, your children. 
Listen! The voices of children may 
tell you all you've ever needed 
to know about life. 


Hear the faces. Hear the faces 
smile. See! 


Bill Perry, Jr. 
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“.+eHear the faces, Hear the faces Smile. See!” 


Day Care Grows Up 


By Diane Daskal Ruben 


ENNIFER, age 3, watches sol- 
J emnly as her mother locks the 
apartment door and leaves for work. 
For the rest of the day, until an older 
Sister comes home from school, 
Jennifer and her 5-year-old brother 
Will take care of themselves, watch- 
ing game shows and soap operas on 
television for lack of anything bet- 
ter to do. At noon, they will fix 
their own lunch from the bottom 
shelves of the refrigerator. Whatever 
the weather, they are forbidden to 
venture outside. 

Mark, 21^, will also be left today, 
from 6 a.m. when his mother goes 
to the fields as a migrant worker 
Until dusk, when she returns. Mark 
will spend the day in a care center 
With 22 other preschoolers, cutting 
and pasting, singing songs, learning 
the alphabet, and playing outside. 
There, he will eat a good breakfast 
and a hot lunch, nap on his own cot, 
and be read a bedtime story by one 
of four teachers. 

Both Jennifer and Mark require 
Care and stimulation during the 
days, because their mothers need to 
work to make ends meet. The fact 
that Jennifer is a victim of this ar- 
rangement, and that Mark is a bene- 
ficiary, reflects the broad variation 
In children’s services that are avail- 
able to working parents. 

One-third of all mothers with 
children under the age of 6 work. 

his means that 6 million young- 
Sters under that age must be cared 
for while a parent works. Most par- 
nts pay a surprisingly large per- 
centage of their income for child 
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Day Care continued 


care, cither in the home of another 
family, or with a babysitter in their 
own home. Many rely on grand- 
parents or other relatives. 

One million children like Jennifer. 
under the age of 10, are “latchkey 
children” who must take care of 
themselves and their younger siblings 
during the day. There is space for 
only 2 percent of these eligible chil- 
dren in day care centers. Federally 
funded centers provide for less than 
5 percent of the young children of 
economically disadvantaged families. 

With these varying arrangements 
for child care, what then do working 
mothers prefer for their children? 
Surveys indicate a lukewarm recep- 
tion to day care centers. But one 
explanation for this is the conveni- 
ence factor. For those who must 
leave the house carly in the morn- 
ing, the lengthy trip by public trans- 
portation to drop off a sleepy baby 
is not feasible, nor kind. Moreover, 
those mothers who prefer care away 
from the home need it for more than 
20 hours a week, and only a fifth 
of day care centers can provide it. 

Given the choice between an ar- 
rangement for $15 a week next door 
or free care 30 miles distant, 58 
Percent of the mothers surveyed 
chose the neighborhood arrange- 
ment, while 33 percent chose the 
free facility. Of the latter, 28 percent 
(at all income levels) agreed with 
the statement that “closeness to 
home is more important than cost.” 
This is an excellent argument for 
locating centers at plants, hospitals, 
and work sites as well. 


Fe the reputation of day 
care suffers from a number of 
horrible profit-making centers to 
which these women have been ex- 
posed. There are filthy, crowded 
homes run by frequently disturbed, 
uneducated or alcoholic “care- 
givers," who force the children into 
submissive silence, feed them mini- 
mally, and even beat them. 

The results of this study also re- 
flect the bad public relations that 
day care centers have inherited from 


their semi-institutional and charity 
origins. Indeed, social service agen- 
cies were the creators of day care. 
The initial goal was to protect the 
child from families which, patho- 
logically, failed to perform their 
carctaking task. As a result, this 
child came to be pitied, while the 
middle class nursery school child 
was approved of. 

Another contributing factor to the 
second best reputation of day care 
has been the popularization of 
Freudian theory, with its emphasis 


The emphasis in 
day care today 
is on developing 
each child’s 
growth potential 


on family constellations and the 
mother-child relationship. Conse- 
quently, the American mother has 
come to be very wary of group care 
arrangements, worrying that young 
children in centers cannot receive 
the same loving warmth they might 
from home care, 

Yet with the proliferation of im- 
Pressive centers during World War 
IT (centers that closed after the 
war), various studies have shown 
that there are indeed no adverse 
effects on children from good day 
Care arrangements, These studies re- 
vealed that 22-year-old children 
Who had been in day care centers 
since age 1 were ac attached to their 
mothers as a control population 
raised entirely at home. Finally, 
many parents, unaware of the intel- 
lectual needs of very young children, 

ave been unimpressed by the edu- 


cational challenges. that day care 
Centers can Provide. 


Day care deserves and is getting 
a new image, partly because child 
development professionals are anx- 
ious to promote it. Today, the ems 
phasis is on day care centers as 
positive social institutions, ted! 
ing the total growth of the child i 
supplementing the child-rearing role 
of the parent. The new approach is 
for child care centers to offer com- 
prehensive, rather than custodial, 
facilities. ; 

The push for social and intellec- 
tual input comes largely from an 1n- 
creased awareness about the rich- 
ness and potential of the yonne 
child, especially before the age of 5. 
Furthermore, research has shown 
that beyond the family there is more 
than one effective learning environ- 
ment for the child. Realizing the 
importance of the early years M: 
priming cognitive development an 
the inability of many parents to pro- 
vide the proper ingredients, an alter- 
native supplement to the home my 
be developed during these carly 
crucial years. And the day care god 
ter is just one option available 
parents. 


AY care also offers hope “a 
D breaking the poverty een 
for becoming truly remedial in a m 
that school education has prove ‘d 
failure. Jerome Bruner of Harva 
puts it this way: 


Day care is not simply a matter of 
overcoming deficit. Rather it hil 
sists basically of giving the cR 
from a poverty culture some wat 
of hope and power about his wn 
city to use and develop skills, E the 
his ability to relate to others 1" 
broader community. 


If this is to be the achievement of 
day care services, and child E then 
ment is to be the primary £02 lfare 
employment support and W basic 
work incentive cannot be the 


seen 
aims. Instead, day care queden 
by the parent and the con dren’s 


ee TI 
as a way to potentiate chi 
intellectual, social, emotion?" 
physical development. 


an 


The day care facilities that al- 
ready exist follow several different 
models of funding, sponsorship, 
clientele, and content. Private in- 
dustries and unions have established 
facilities as fringe benefits. Commu- 
nity organizations, universities, and 
hospitals have tried to provide serv- 
ices for their members. Big Business 
has polished up the shoddier child- 
care-for-profit models to make them 
glittery, lucrative and, sometimes, 
self-duplicating through franchising. 
The Federal government has taken a 
direct part in establishing exemplary 
Projects for its own agencies. State 
and local welfare agencies have cre- 
ated a small network of facilities. 

Some facilities serve children 
from the community as well as the 
sponsoring organization; several re- 
flect neighborhood priorities in their 
Management and board of trustecs. 
The day care consortium is another 
model whereby several firms share 
à center. A few unions have inno- 
vated with the use of common staff 
and administration for several re- 
gional nurseries. 


Whatever the funding and spon- 
Sors, the inescapable truth about 
child care is that good programs are 
undeniably and unavoidably expen- 
sive. The National Capital Area Day 
Care Association announces: 


Tf private group day care receives no 
Subsidy and is financed only by low 
or moderate income parents’ fees or 
welfare payments, it is inadequate. 
Inadequate, that is, if one is think- 
ing about optimal development of 
children. 


Can we afford to think of less? In 
àn Eastern city, the usual fec is $15 
to $20 per week, including trans- 
portation. Such facilities use the 
cheapest staff available, with salaries 
averaging $3,000 per year. But good 
Care costs $3,000 per year per child, 
"s that comes to at least double 
he fee charged. 
ee this kind of money to be 
Bie j li is important to know which 
Mr. are positively related to 

ality, and which are only assumed 


to promote good centers. In this 
respect, an OEO-contracted study 
found some interesting correlations. 


T staff-child ratio positively 
relates with quality, but the 
formal educational qualifications of 
the staff do not. Staff must constitute 
the biggest budget item. The positive 
personality of the director is essen- 
tial to the success of the program. 
The bigger the center, the harder it 
is to provide excellence, but home 


Many states 

are not ready 
to contribute 

the money for 
good day care 


care is almost as expensive as that 
in centers. Quality day care is not 
financially profitable. 

Thus far, Federal support comes 
from a variety of sources, with dif- 
ferent types of goals and varying 
requirements to be met by the 
grantee. The primary source of 
funding is the Social Security Act, 
which provides child welfare serv- 
ices in the form of grants-in-aid to 
state and private agencies for money 
expended. Yet, under a 75 percent 
Federal matching concept, many 
states still choose not to contribute 
thcir initial 25 percent. 

The Work Incentive Program 
(WIN), operative since 1968, pro- 
vides care for children whose par- 
ents are receiving work training or 
employment as part of the welfare 
program. Sixty percent of WIN en- 
rollees are with young 


children. 
Under 


women 


the Economic Opportunity 


Act, Head Start has provided up to 
80 percent of the costs for programs, 
which are usually excellent, although 
not full-time. 

The Elementary and Secondary 
School Education Act provides 
funds to state and local educational 
agencies and school boards for edu- 
cationally deprived children and for 
creative educational solutions to so- 
cial problems. Many low income, 
handicapped, and neglected children 
are affected. 

To add to the maze of funding 
sources, and to the general confu- 
sion of prospective grantees, there 
are also monies available from the 
following: Manpower Development 
and Training Act, HUD (under the 
Neighborhood Facilities Grant Pro- 
gram and the Indoor Community 
Facilities Program), NIMH (under 
the Community Mental Health Cen- 
ters Act), the Agriculture Depart- 
ment (school lunches), and the 
Small Business Administration. (in 
the form of loans and guarantees). 

The historical philosophy behind 
licensing day care centers comes 
virtually unchanged from the old 
institutional standards that were es- 
tablished to protect against gross 
abuse. The purpose was to allow an 
agency to close down those centers 
that were physically dangerous to 
children. They were not seen as a 
device to ensure the development of 
sound programs, nor to encourage 
excellence or flexibility. Thus, li- 
censing is à tradition, located ad- 
ministratively in the social welfare 
departments of governments—not in 
the health or education departments. 


r an evolution in the rationale for 
| licensing requirements and in the 
nature of child care goals is ac- 
knowledged, one can either change 
to content requirements or substitute 
for them a consultants branch to 
help develop and advise programs. 
Given this choice, the regulatory 
aspect of licensing would still seem 

referable since those nightmare de- 
tories for abused children, which 


posi 
continued 
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Day Care continued 


Appalling centers 
still exist 
because rules 
governing them 
are not enforced 


the regulations try to prohibit, do in 
fact exist. 

Licensing rules usually spell out 
the physical attributes of the center 
in detail: zoning, building codes, 
fire regulations, number of children, 
facilities, staffing. The whole issue 
of how the children spend their time, 
the quality and flavor of their day, is 
unmentioned. Yet, even in the face 
of rigorous physical regulations, 
appalling centers still continue to 
exist. 

One reason is enforcement. Us- 
ually a tiny staff does all the inspec- 
tion, and often the power of revoca- 
tion is never used. Consequently, 
many would argue that the only real 
effect of such rules is to discourage 
and prohibit well-meaning commu- 
nity and private groups from estab- 
lishing fledgling centers and then 
nursing them into cxcellent facilities. 

In 1968, the Community Devel- 
opment Day Care Center of Brook- 
lyn opened in Bedford-Stuyvesant. 
It had no license, because the city 
refused to approve its decision not 
to hire a full-time staff director and 
to train local mothers, rather than 
hiring accredited professionals. The 
center went ahead, and after much 
political back and forth, its respon- 
sive and community-oriented pro- 
Bram was accredited by the licensing 
agency. They knew what they 
wanted and were unwilling to com- 
promise, 

For projects receiving Federal 
funds, the Federal Interagency 
Guidelines must be met. They cover 
everything from 50 percent parental 
representation on policy advisory 
committees to the numbers of chil- 
dren in different types of care ar- 
rangements. They provide that no 
child under 3 shall be in settings 
other than family day care homes. 

These requirements were drafted 
by the several Federal agencies di- 
rectly involved in day care funding 
and control. The need for such a 
common standard points up the 
failure of fragmented bureaucracies 
at the local and state levels. In an 
attempt to help correct this, the 


Community Coordinated Child Care 
Program (“4-C”) was created. Ad- 
ministered by the Office of Child 
Development (OCD), its purpose is 
to coordinate locally the various 
offices and agencies. Specifically, the 
4-C Program aims to achieve cen- 
tral depositories of information. 
joint activities, mutually provided 
services, referral systems, common 
procedures for evaluation, and joint 
training programs for staff. 


O correct the meaningless rc- 
T strictiveness of licensing rc- 
quirements, OCD and OEO spon- 
sored a model statute for day care 
licensing. It maintains health and 
safety regulations, but makes them 
more sensible and realistic. These 
new rules call for periodic commu- 
nity review at state and local levels. 

There is also an attempt to deal 
with program content in flexible, 
operational terms. For example, in- 
stead of an arbitrary scheduling re- 
quirement, the regulation about 
school routine calls for “a balance 
of opportunities for quiet and active 
play as well as group and individual 
activities which will promote physi- 
cal, emotional and intellectual de- 
velopment. . . ." Clearly, this is the 
direction in which licensing activitics 
must head. 

Along with such changes. and 
with the centralization of child care 
concerns, comes the trend toward 
interim funding and approval of new 
centers. The draft suggests a liberal 
construction of zoning regulations in 
favor of the centers, even in TCSI- 
dential arcas. 

We have been talking about 
trends that make day care a more 
feasible, comprehensive, enriching. 
and convenient experience for bau 
parent and child. If our society ce 
cides that this is a public pe 
that needs to be provided—not le 
to allow more welfare mothers 2 
work, but to improve the develop 
ment of the child, remedy the ^ 
ities of the ghetto, and change t it 
woman's role in socicty—then 


must encourage day care facilities 
both directly through funding and 
consultation, pilot programs and 
Support, and indirectly. S 
One direct incentive is through 
the tax laws. It can take the form 
of family deductions of child care 
expenses as necessary business cx- 
penses to be taken off the top. This 
deduction should be made available 
to families above the poverty level 
as well as below, perhaps by a scaled 
exemption that allows a high per- 
centage deduction for lower income 
families. 
s tax laws can also encourage 
: ustry and business to participate 
d roe their contributions to 
ers as business expenses, and 
ei ie compensation or fringe 
cai ts. Private funding can be en- 
the pem in other ways, such as by 
M: 9 amendment to the Labor- 
sinas ment Relations Act of 1947, 
rine permits employer contribu- 
ur dw trust funds to establish day 
enters. 
e and local governments can 
Nort [a as well. New 
um. ity has made several ad- 
TER recently by making statc- 
lens < Property available for cen- 
ped and by authorizing bonds. 
Re mortgages for construc- 
cies art-up, and first-year costs of 
8 centers, 


O NCE the incentives and encour- 
DA slr are there, and the 
even mc gical climate is right, it 1$ 
Wise Sty i that we make 

ay Pease about how and why 
extent 人 will exist. To some 
ecisions ese are moral and political 
Child car Hf the overriding goal is 
全 one is willing to pay a 
Own chili mother to care for her 
Work s d, without appending 2 
A UNI uiui If the goals are 

ecomes then the work requirement 
is not a $ the priority, and child care 
sity. If di of choice but a neces- 
it is the 5 mother refuses to work. 
Sially MN who will suffer finan- 

en the funds are cut off 


All this is simply to emphasize 
the value of giving families, regard- 
less of income level, a choice about 
how to handle their children and 
their lives. Day care models must 
strive to give families a choice in a 
more specific sense as well—a 
choice about what type of arrange- 
ment is best for their child, and 
about what content and methods 
are used in the program. 

According to an OEO resource 
paper, a number of internal choices 
should be available and should de- 
pend on the children | involved. 
These are: different methods of 
teaching reading: the choice between 
nomous Versus structured learn- 


auto! 
ing situations; the choice between 
televised and live instruction; the 


choice between repetition and dis- 
covery; the choice between ethnic 
mixtures and cultural similarity; the 
choices about locations, times, lan- 
guage; and the choice of ages to be 
included. 

Other kinds of choices come 
with education and awareness. Par- 
ent and Child Centers have been 
established by the Federal govern- 
ment in 36 locations, often linked to 
a Neighborhood Service or Health 
Center. They seck to provide to the 
disadvantaged family with preschool 
children not just health and social 
services but total educational and 
supportive services—to make par- 
enthood a purposeful activity with 
direction and goals. The emphasis 
is both on physical backup and such 
things as male roles in child rearing, 
stimulation of infant development. 
the psychology of carly childhood. 

If the choices remain an integral 
part of the goals, the growth of day 
e centers may truly influence the 
ir culture. With com- 
realistic licensing re- 
prehensive child de- 


cari 
direction of ou 
munity input, 
ments, com 


quire’ m] 
velopment facilities, centralized state 
bureaucracies, better funding. and 

such services to all 


availability of 
els, fi i 
d to grow—each in his 
the benefit of our 


income lev amilies and children 
inc 


may be free 
own way—1o 
whole society. 


Wise decisions 
must be made 
about how and 
why day care 
centers will exist 
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The diversion 
approach to 
juvenile justice 
calls for 
communities 


To 
Take 
Care 


of 
Their 


Own 


By Thomas F. Courtless, Ph.D. 


MERICA's juvenile justice sys- 
A tems are under fire. And the 
dissatisfaction is widespread. 

Stemming from continuously ris- 
ing juvenile crime rates and high 
levels of recidivism, the basic com- 
plaint is that these systems neither 
protect the public nor help children. 
However, nobody seems to be able 
to agree on the cause of this unsatis- 
factory performance. 

Some critics believe that a sepa- 
Tate system of juvenile justice has 
failed and will continue to fail, be- 
cause not enough is known about 


Dr. Courtless is Professor of Law and 
Sociology, and Director of Criminological 
Studies for the Institute of Law, Psychi- 
airy and Criminology at George Wash- 
ington University, Washington, D.C. 


the causes of delinquency and effec- 
tive ways of correcting the delin- 
quent. Still others believe that the 
Systems have not failed but rather 
have never been given an adequate 
trial, because they exist only in form 
rather than substance. In their view, 
the community has not provided the 
Personnel, facilities, and funds nec- 
essary to fulfill the ideal of indi- 
vidualizeg justice. 

Regardless of which, if either, of 
these two Positions is more accurate, 
9r Whether other explanations ought 
to be examined, significant changes 
have been under way since 1967. 

uring that year, the United 
States Supreme Court issued a land- 
Mark decision in the case of In re 
Gault. The opinion of the Court's 
majority was that juveniles subject 
to possible incarceration resulting 
from a juvenile court hearing must 


be provided with certain basic con- 
stitutional due process of law pro- 
tections. Perhaps the chief among 
these was that of an absolute right 
to an attorney (with the attorney 
provided at no cost to the juvenile 
and his family if they are legally 
indigent). 

A mA recent Supreme Court 
decision held that before a child can 
be adjudged a delinquent, enia 
juvenile courts must receive proi 
beyond a reasonable doubt that he 
committed the alleged act or pe 

The potential impact of the legal 
changes required by these decisions 
is that juvenile court procedures ae 
more nearly approximate those o 
the classical criminal courts, In tig 
view of the justices, juveniles arc 
often simply punished just berat 
they are juveniles, and there is nc 
reasonable basis for this without 


Some of the basic rights enjoyed by 
adult criminal defendants. 


M“ Observers feel that these 
legal changes will result in 
the development of "junior" crimi- 
nal courts. They contend that the 
future focus of such courts will be 
9n "deeds and not needs," and that 
an Over concern with points of law 
and procedure during delinquency 
Carings will make the entire process 
meaningless to the juvenile and un- 
responsive to his needs. 
ma because of the changes and 
tice Issatisfaction with juvenile jus- 
c; Performance, other major 
G anges are under way which may 
e PPropriately be assigned the label 
diversion. The central core of 
these changes is that of diverting 
Many juvenile offenders away from 


formal justice systems and into 
parallel informal systems. Thus, 
various diversion schemes have been 
proposed and implemented on at 
least a demonstration basis in sev- 
eral large cities, such as New York, 
Philadelphia, and Washington, D.C. 

There is, however, much more 
behind these diversion efforts than 
a mere response to the increasing 
legalization of juvenile courts or the 
general dissatisfaction with formal 
justice system performance. Perhaps 
the major background to these new 
programs is the belief that youth 
are often unnecessarily labeled de- 
linquents by those considered *out- 
siders." 

In this respect, the diversion ad- 
vocates claim that formal systems 
fail to allow for the normalization of 
many children's occasional deviant 
behavior. They argue that all chil- 
dren will deviate from prescribed 
standards of conduct from time to 
time, for it is in the nature of young 
people to do so. But if their lives 
are overregulated by formal law, 
and its agencies fail to take into ac- 
count this normal deviance, the as- 
signment of a delinquent label may 
well produce more offensive be- 
havior in the future. This counter- 
productive consequence may be due 
to the encouraging of a delinquent 
self-image associated with the label- 
ing process. 

The diversionists also contend 
that the officials in the formal sys- 
tems— police, judges, probation offi- 
cers, etc.—who so significantly affect 
a juvenile’s life usually live outside 
his immediate community, and are 
from considerably different socio- 
economic backgrounds. Thus, these 
officials are unfamiliar with his spe- 
cial socialization experiences and 
needs. This, in turn, tends to cause 
the juvenile to view their activities 
with suspicion, resentment and, 


sometimes, hostility. 


n order to resolve these problems, 
| many diversion programs have, 
in effect. established parallel systems 
that include institutions and agencies 
similar in function to those of the 


formal justice systems. The primary 


difference, of course, is that these 
parallel systems do not have the 
force of law behind them. Another 
major difference is that they are 
staffed by "insiders;" that is, in- 
digenous personnel who are used as 
“judges,” counselors, and advocates. 
Professional personnel are employed 
mainly as consultants and occasion- 
ally as supervisors. 

Formulators of these programs 
anticipate that families, schools, po- 
lice, and the juveniles themselves 
will increasingly utilize the informal 
systems—as it becomes apparent 
that such systems are closer to the 
problems posed by juveniles and can 
offer services more meaningful to 
them than can the “outside” formal 
systems. The latter would be re- 
tained to deal with the most serious 
deviations while, hopefully, the di- 
version system would normalize the 
lesser deviations. 

Perhaps the most significant 
promise offered by the diversion ap- 
proach to delinquency is that of 
returning much of the responsibility 
for regulating juvenile behavior to 
the community-neighborhood. For 
nearly three-quarters of a century, 
regulation has been increasingly 
delegated to formal agents and agen- 
cies with, at best, modest results. If 
diversion encourages the community 
to reassume its responsibilities, more 
effective results may be anticipated. 

However, there is inherent danger 
in all of these schemes that people 
and their problems can be entrapped 
within small neighborhood enclaves. 
Minimum intervention from the out- 
side may, therefore, result in further 
and more rigid cultural pluralism 
and isolation. 

]t may be quite tempting for the 
general society to permit local com- 
munities to handle their own prob- 
lems as long as a certain tolerance 
level is not breached. Such a tempta- 
tion will be difficult to resist. be- 
cause of the grave obstacles in the 
way of ameliorating the general 
causes of delinquency. As a conse- 
quence, the major causal processes 
that are related to delinquency and 
directly linked to the general culture 
and social structure may be ignored 
as a matter of policy. @ 
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A nationwide movement 
is underway to uphold 
the handicapped child's 


Right to 
Education 


By Alan Abeson, Ed.D. 


ODay in the United States there 
T is a significant movement un- 
derway in all three branches of gov- 
ernment and at Federal, state, and 
local levels to open education's 
doors to handicapped children. The 
Spearhead of this movement has 
been the right-to-education lawsuits 
for the handicapped that have been 
completed or are pending in about 
half of the states, 

On October 30, 1972. Judge 
Charles W. Joiner of the U.S. Dis- 
trict Court of the Southern District 
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of Michigan issued a ruling in Ben- 
jamin Harrison v. State of Michigan. 
This civil action focused essentially 
On whether children who possess 
learning, Social, mental, or physical 
handicaps have as much right to 
participate in and receive the benc- 
fits of a public education as their 
more normal counterparts. The 
plaintiffs had contended that pro- 
viding education for some children, 
While not Providing it for others— 
in this instance, handicapped chil- 
dren— was a denial of cqual pro- 
tection, 

In upholding their contention, 


Judge Joiner ruled that a special 
education plan 


must be imple- 
mented, beginning in September 
1973, which would provide for the 


delivery of Special education pro- 
grams and Services, designed to de- 
velop the maximum potential of 
every handicapped person. How- 
*Ver, he indicated that the court 


could not order implementation of 
these educational programs faster 
than an already existing Michigan 
law* could. Consequently, the case 
was dismissed. ee 

Despite this fact, Judge Joiner's 
reasoning contributed to the grow- 
ing precedent establishing the right 
of handicapped children to an edu- 
cation. For instance, the U.S. Su- 
preme Court in Brown v. Board of 
Education and again in San Antonio 
Independent School District v. Rod- 
riguez stated that “In these days, it 
is doubtful that any child may rea- 
sonably be expected to succeed in 
life if he is denied the opportunity 
of an education. Such an oppor- 
tunity, where the state has under- 


* The Michigan legislature had provigil) 
directed that state and other educationa 
districts face up to the problem of ni 
viding educational programs and serv- 
ices designed to develop the maximum 
potential of every handicapped person. 


taken to provide it, is a right which 
must be made available to all on 
equal terms." 

It is expected that these princi- 
ples will be cited again and again 
throughout. the country as thc now 
more than 20 pending right-to-cdu- 
cation cases are concluded in indi- 
vidual Federal district courts. As I 
Said earlier, these cases are all part 
of à movement that is designed to 
alter the present inferior educational 
Status to which handicapped chil- 
dren have been relegated. It involves 
not only litigation, but also the p: 
age of new state and Federal law as 
Well as the expansion and improve- 
Ment of existing programs under 
Present law. In a word, the parents 
of handicapped children have simply 
srown tired of waiting for legislators 
and educators to make available to 


their children what was already 
Available to all other children. 
lhe first court victories were 


sehen in the landmark Pennsyl- 
C Association for Retarded 
ct (PARC) v. The Common- 
1971 v of Pennsylvania (October 
fion ) and Mills v. Board of Educa- 
of the District of Columbia 
August 1972), These actions have 
te the prototypes for the ma- 
JOY of the succeeding litigation. 


Bic. the plaintiffs repre- 
sented a variety of categories 
he ena children. In PARC, 
ive children were all of school age 
"A retarded. In Mills. the 
Miata plaintiff children. were 
Scribed as slightly brain damaged, 
D A nan epileptic, and mentally 
Pedic wh and without an ortho- 
X handicap. The plaintiffs in 
eater b State of Michigan repre- 
conditi he full range of handicapping 
mild es including brain damage. 
Bore Me or severe mental rc- 
ibane autism, emotional dis- 
ing dis = cerebral palsy. and hear- 
& disorders. 
de MERO all of the cases filed to 
tiffs pu = children named as plain- 
* also named as representa- 


of 


tives of the full class of children 
who receive similar treatment from 
public schools. For example, the 
total number of children represented 
by the 12 plaintiffs in Harrison was 
30,000 to 40,000. Thus, despite the 
fact that these cases have been filed 
all over the country, the class of 
children. named is essentially the 
same and usually includes all those 
who may be assigned the label 
handicapped. 

Another common thread is the 
allegation that school districts arbi- 
trarily and capriciously through 
postponement, suspension, and out- 
right exclusion deny handicapped 
children an opportunity for educa- 
tion. This is a violation of the equal 
protection clause of the 14th 
Amendment of the U.S. Constitu- 
tion. In fact, it has been estimated 
that one million children are totally 
out of school, as well as countless 
others who exist in the marginal 
world between the school principal’s 
outer office and the outside. These 
are the children who are not ex- 
cluded officially, but are suspended, 
reinstated, and suspended again. 

In the PARC decision, the court 
held that the state could not apply 
any law that would postpone, termi- 
nate, or deny mentally retarded 
children access to a publicly sup- 
ported education, including a public 
school program, tuition or tuition 
maintenance, and homebound in- 
struction. Finally. the state was 
given less than a year to Provide a 
publicly supported education for all 


retarded children between the ages 


of 6 and 21. 

Judge Joseph Waddy in Mills 
ruled similarly when he said, “The 
District of Columbia shall. provide 
to cach child of school age. a free 
ble publicly supported cdu- 
ardless of the degree of 
the child's mental. physical or emo- 
tional disability oT impairment. 
Rigid time schedules for the delivery 
of these eee were also specified 
i » court order. 

? bs ates raised the issue of the 
manner in W hich children with learn- 


and suita 
cation reg 


ing difficulties are identified, evalu- 
ated, and placed or not placed in 
special education or any education 
program. 

Specifically, the Mills complaint 
alleged that . . . plaintiffs were so 
excluded without a formal determi- 
nation of the basis for their exclu- 
sion and without provision for peri- 
odic review of their status. Plaintiff 
children merely have been labeled 
as behavior problems, emotionally 
disturbed, or hyperactive. Further, 
it was alleged that the children . . . 
are excluded and suspended without 
e notification as to a hearing, the 
nature of offense or status, any al- 
ternative or interim publicly sup- 
ported education; e opportunity for 
representation, a hearing by an im- 
partial arbiter, the presentation of 
witnesses, and * opportunity for 
periodic review of the necessity for 
continued exclusion or suspension. 


HE allegations in PARC were 
T similar as was the response of 
the court. The PARC order ins- 
tructed the Commonwealth of Penn- 
sylvania to place into regulations 23 
due process steps to be implemented 
by all school districts. It also stated 
specifically that no child thought to 
be mentally retarded could be 
denied admission to a public school 
program or have his educational 
status. changed without first being 
accorded prior notice and the op- 
of a due process hearing. 
Interestingly enough. the court. felt 
so strongly about this right to due 
process that it issued the order be- 
fore considering the children's right 
an education. NT. 
Perhaps the most significant re- 
sult of the right-to-education move- 
ent to date has been the establish- 


accorde 
portunity 


to 


m bec 
ment of the principle that when 
educational allotments are distrib- 


uted in September of cach year, the 
needs of handicapped children are 
considered at the same time as those 
f all other children. In the past 
sol administrators. would 
of the education of the 


oO 
many sche 
take care 


continued 
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Education continued 


handicapped only after, say, the 
fourth foreign language had been 
added to the college-oriented high 
School curriculum or lights had been 
added to the football field. Now this 
logic has been set aside. 

In fact, Judge Waddy told the 
District of Columbia that if it was 
unable to financially Provide for all 
children, then available funds must 
be expended equitably in such a 
manner that no child is entirely ex- 
cluded from a publicly supported 
education consistent with his needs 
and ability to benefit therefrom. Ac- 
cordingly, he said, “The inadequacies 
of the District of Columbia Public 
School System, whether occasioned 
by insufficient funding or administra- 
tive inefficiency, certainly cannot be 
Permitted to bear more heavily on 
the exceptional or handicapped child 
than on the normal child.” 

In order for this principle to be 
translated into programs for handi- 
capped children, elected and ap- 
pointed officials must establish such 
efforts as a Priority. That this is 
occurring was evidenced by Mis- 
souri Governor Christopher Bond 
during a recent appearance on ABC- 
TV's Issues and Answers. Stating 
that his first priority was state sup- 
port for special education, the gov- 
ernor remarked, “Many of our spe- 
cial children in Missouri don’t have 
access to special education services, 
and I think this is—morally this is 
wrong. and I think maybe the chil- 
dren may even have a constitutional 
right to this education, so we want 
to put many more dollars into that." 

Many of the states, as they ac- 
knowledge their responsibility by 
choice or force to provide for the 
education of all children, are also 
Projecting grave difficulties in rc- 
arranging priorities and finding suffi- 
cient dollars. The mandate of thc 
state constitutions to provide sys- 
tems of education for all children. 
the mandatory laws in most states 
requiring that handicapped children 
be educated, the orders of the courts. 
and the financial dilemmas in which 
many states find themselves threaten 


to produce a reduction in the total 
education effort for all children. 


HE U.S. Congress has taken 
T note of the plight of the states, 
and legislation to provide assistance 
for educating the handicapped has 
been introduced in the present ses- 
sion. These bills (S.6 and H.R.70) 
introduced respectively by Senator 
Harrison Williams of New Jerscy 
and Congressman John Brademas 
of Indiana will, if passed and funded, 
contribute Federal dollars to pay 
for a large share of additional costs 
beyond average per pupil expendi- 
ture required to educate handi- 
capped children. 

Another set of tangible results 
achieved, at least in part, because 
of the litigation has been the intro- 
duction and Passage of an extensive 
number of comprehensive special 
education laws in the states. Within 
the past year at the height of the 
litigation movement. Tennessee and 
Massachusetts passed laws requir- 
ing education for all children. 

These laws, as well as those in 
other states, e redefine eligibility re- 
quirements to include all children 
rather than to exclude some, * begin 
and extend Programs to younger and 
older children, © establish definitive 
due process procedures, e expand 
the legal base to permit the forma- 
tion of multi-district. or regional 
programs to serve handicapped chil- 
dren of low incidence or in rural 
arcas, è plan for the effective de- 
livery of services and, e build the 
legal machinery to penalize local 
school districts that do not imple- 
ment the law. As such, they are 
markedly different from the tooth- 
less, permissive statutes that char- 
acterized state mandates in the past. 

Sidney P. Marland, now Assistant 
Secretary for the Division of Educa- 
tion, US, Department of Health, 
Education and Welfare, when Com- 
Mssioner of Education reported 
that in 1971, 899 bills were intro- 
duced into state legislatures pertain- 
Ing to the education of handicapped 


children, and 254 were passed. Be- 
cause of the litigation and the effect 
it has had on increasing public and 
policymaker awareness of the needs 
of the handicapped, it is expected 
that large numbers of bills will con- 
tinue to be introduced into state 
legislatures to. provide appropriate 
educational opportunities for handi- 
capped children. ; 

The combination of litigation, 
legislation, and public awareness 
about education of handicapped 
children has created a climate 
throughout the country that is Iead- 
ing school districts to begin to indc- 
pendently halt their discriminatory 
practices. Increasingly, parents of 
handicapped children are confront- 
ing educators with the facts, de- 
manding change, and getting it. As 
members of parent and professional 
committees, they are also becoming 
more involved in evaluating, plan- 
ning, monitoring, and recommend- 
ing improvements in local special 
education programs. y 

Some of the specific practices 
adopted by local school districts re- 
flect a response to the orders estab- 
lished in the Pennsylvania and the 
District of Columbia civil actions. 
For many are adopting extensive 
procedures to guarantee the child 
and his family all the protection re- 
quired by the duc process clause of 
the Constitution as they engage in 
the identification, evaluation, and 
placement of handicapped children 
in special education programs. 


8 part of this process, local dis- 
A tricts and states are changing 
their posture of waiting for children 
to arrive at their front door to an ag- 
gressive stance of identifying all chil- 
dren—including those rejected for 
enrollment and those never brought 
for enrollment—for the purpose of 
providing them with an education. 
This effort is being complemented 
in many places by the establishment 
of a community-wide data collec- 
tion system to identify handicapped 
children as carly as possible so that 


needed educational and other serv- 
ices can be promptly provided. 

School districts are also with 
greater frequency than in the past 
establishing a variety of administra- 
tive arrangements for the education 
of handicapped children. Formerly, 
most special education occurred in 
special classes, where handicapped 
children were grouped by them- 
selves apart from the educational 
mainstream. Today, new patterns of 
programming are being used, to in- 
clude the use of itinerant teachers 
and resource rooms that enable 
handicapped children to remain for 
the majority of the school day in the 
regular program and yet receive 
needed special educational assist- 
ance. Other patterns have also been 
identified and will be implemented 
more and morc. 

While the — right-to-education 
movement is opening doors to pub- 
lic education for handicapped chil- 
dren, there still remains a number 
of issues and questions that must be 
resolved. Perhaps most significant 
is that opening these doors is not in 
itself sufficient, for once inside the 
children must also be provided with 
an appropriate education that en- 
ables them to learn. 

The misconception that handi- 
capped children cannot learn must 
be put to death as it was during testi- 
mony taken in the PARC case. 
Here, it was indicated that all handi- 
capped children when provided with 
Systematic education experiences 
can learn. This concept must be ex- 
tended to the over 4 million handi- 
capped children who, although they 
are in school, are not yet receiving 
an appropriate education. 

To provide a meaningful educa- 
tion for all children requires that the 
education system not be viewed as 
à system of large boxes into which 
groups of children are placed. 
Rather, the focus must be on indi- 
vidual children and the system must 
be flexible enough to deliver needed 
resources, whether they be materials. 
techniques, personnel, or facilities 
required to program for each child. 


A model for targeting service de- 
livery in this fashion was originally 
suggested by Gallagher and is called 
the special education contract.** 
Once a child is placed in a special 
education program, a formal con- 
tract would be drawn between the 
school and his parents that would 
specify the educational objectives to 
be achieved, criteria for assessing 
their achievement, a timetable for 
evaluation, procedures for renegoti- 
ating the contract, and the obliga- 
tions for all the parties concerned. 


DUCATING handicapped children 
E via the individual needs ap- 
proach suggests that the number of 
patterns for dispensing a variety of 
kinds and amounts of services is 
infinite. The determination of the 
specific pattern for a specific child 
should emerge from due process 
procedures that are targeted to de- 
termine the most appropriate cdu- 
cational setting for each child. Im- 
plicit in this determination is that 
each child will be placed in the least 
restrictive setting possible. Stated 
another way, this means that cach 
child should be placed in as normal 
a setting as possible, and also that 
all movement of children away from 
the mainstream should be halted and 
reversed as carly as possible in a 
child's education career. 

Adherence to the concepts of in- 
dividualized instruction and least 
restrictive environment by educators 
will pave the way for effective edu- 
cation. The criticism currently be- 
ing leveled at American education 
is primarily directed at its ineffec- 
tiveness. Like access to education 
for all children, questions of the 
qualitative responsibilities of public 
schools and its agents are increas- 
ingly being examined by govern- 
ment. In fact, state legislatures are 
rapidly moving toward building into 
law procedures to hold educators 


ss Gallagher. J J. "The Special Fduca- 
tion Contract for Mildly Handicapped 
Children? — F xceptional Children. 
March. 1972. pp. 527-535. Vol. 38 


accountable for resources expended 
in relation to progress achieved. 

A 1971 New York lawsuit also 
focused on the qualitative issue. In 
this action a perceptually handi- 
capped child was enrolled in the 
public school system for 5 years, 
three of which were in special edu- 
cation. During that time the child's 
reading level never exceeded that 
of an average first grade pupil. 
After a year in private school, the 
child's reading skills increased by 
two grade levels. Thus, the court 
ordered the state and school district 
to pay the tuition for the child to 
attend a private special school, on 
the basis that the child's intellectual 
potential and academic success 
could only be achieved in that set- 
ting. The obvious implication is that 
the public schools must discharge 
the task with which they are 
charged; that is, effectively educat- 
ing all children. 

‘The movement to establish the 
educational rights of handicapped 
children is going to continue. Atti- 
tudes held by many that the handi- 
capped cannot profit from school, 
that they detract from the education 
of other children, or that they can 
wait until other priorities are sct- 
tled must change. In the past, efforts 
to improve the lot of these children 
was based upon the incorrect as- 
sumption that educators will serve 
all children including the handi- 
capped as a function of their ethical 
and professional responsibilities. 
Such has not been the case. 

Even though 70 percent of the 
states. today have some form of 
mandatory legislation providing for 
the education of handicapped chil- 
dren, none of them has yet fulfilled 
its statutory responsibility. It ap- 
then, that little time remains 
for voluntary change. The American 
education enterprise must now dem- 
onstrate, at least initially. that every 
child is being provided with an op- 
eive a public educa- 


pea TS. 


portunity to rec c 
tion appropriate to his learning 
needs in the most normal and best 
setting possible. — 8 
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By Harvey A. Taschman, Ph.D. 


HE past decade has witnessed a 
E T number of major efforts of 
advocacy affecting numerous groups 
in our society. 

We have scen advocacy on behalf 
of blacks and other minorities, who 
for too long had been denied their 
civil as well as human rights, result- 
ing in civil rights legislation. 

The advocacy of the poor resulted 
in legislation to establish the various 
programs of the Office of Economic 
Opportunity which, regardless of 
how well they were carried out, 
represented a sincere attempt to 
climinate poverty from this country. 

The welfare rights advocates have 
also had no small part in pointing 
up the need for making basic 
changes in our archaic welfare SYS- 
tem—a system that still has vestiges 
of the Sixteenth Century Elizabethan 
Poor Laws. 

Then there are the consumer ad- 
vocates who, hopefully, will effect 
increasing legislation to protect all 
of us. 

And now we have child advo- 
cacy.* Its range covers the gamut 
from making all human services 
available to children at one end of 
the scale to militant social action at 
the other end. 

Although the words may be new, 
we have had a system of child advo- 
cacy of sorts in this country for at 
least as far back as the first White 
House Conference on Children. 
convened by President Theodore 
Roosevelt in 1909. The conference 
emphasized that necessary aid 
should be given to maintain suitable 
homes and that the home should not 
be broken for reasons of poverty 
alone. 

It also recommended the estab- 
lishment of the Children's Bureau to 
collect and disseminate information 
affecting the welfare of children. In 
1912 the Children's Burcau was es- 
tablished and given the responsibility 
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for administering grants under the 
Shepard-Tower Act to state pro- 
grams that provided maternal and 
child health, crippled children's serv- 
ices, and child welfare services. 

Since that first White House Con- 
ference, there have been six others 
一 cach making further recommen- 
dations on behalf of children. While 
some progress has been made in 
certain areas, it has been all too slow 
and our efforts to alleviate mental 
illness and promote the mental 
health of children has been nothing 
short of deplorable. 

The number of children and 
adolescents being admitted to men- 
tal hospitals is increasing more rap- 
idly than their increase in the popu- 
lation. While there has been an 
Overall decrease in numbers of pa- 
tients in mental hospitals, the ad- 
missions to public mental hospitals 


proven unable to adequately deal 
with the rapid rise of mental illness 
and emotional problems among our 
children and youth. Long clinic 
waiting lists still exist, rigid intake 
policies screen out many of the chil- 
dren most in need of treatment, and 
inadequate care is often the rule 
rather than the exception. Of the 
children seen in outpatient clinics, 
only one out of three receives more 
than a diagnosis. Of those hospital- 
ized, many are confined to hospital 
wards with psychotic adults and re- 
ceive little more than custodial care. 

It’s not surprising, then, that the 
Joint Commission has described the 
entire situation as a national disaster. 
Not only are services for children 
insufficient, but the whole service 
delivery system is badly fragmented 
at every level—local, state, and na- 
tional. On the national level, alone, 


IN DEFENSE 


OF CHILDREN 


Of patients under the age of 25 has 
doubled in the past 10 years and 
the number of resident patients in 
this age group continues to increase 
annually. 


T N there are the ever-increas- 
ing numbers of young people 
who experiment with illegal drugs. 
the alarming number of adolescent 
Suicides, and the thousands of cases 
Of battered or neglected children re- 
Ported every year. The evidence 
abounds. And what have we been 
able to do about it? Not much. I'm 
afraid. 

Our delivery systems have simply 


“Presented to Congress on June 30. 
1969, as a recommendation made by 
the Joint Commission on Mental Health 
of Children. 


there are at least 100 separately ad- 
ministered programs for children. 

In an effort to implement and to 
test a neighborhood-based child ad- 
vocacy system, the National Institute 
of Mental Health and the Bureau of 
Education for the Handicapped of 
the U.S. Office of Education jointly 
funded six child advocacy projects 
in 1971. 

Although the guidelines for the 
proposals were flexible, there were, 
at the same time, certain constraints 
or limitations imposed. For instance, 
we were interested in seeing projects 
developed in a neighborhood. but 
the original guidelines specified that 
the neighborhood should be one 
served by one elementary school. 
This is not always feasible. since a 
community in a sparsely settled area 
of the country would have to include 


several school neighborhoods to 


make the undertaking worthwhile. 

Still another requirement is the 
formation of a policy-making board 
whose membership would represent 
the interests and needs in the neigh- 
borhood to be served. This board 
must include representatives from 
any group that is expected to play 
a significant role in the advocacy 
project. 

Also, the structure of the pro- 
posed advocacy system must be 
conceptualized to show how it will 
influence improvement of the en- 
vironmental system affecting be- 
havior of children; how it will influ- 
ence the development of mechanisms 
for creating new systems within the 
neighborhood that could improve 
the mental health of children; and 
how it will develop systematic link- 
ages between the education agency 
and other community services on 
behalf of an individual child, begin- 
ning at the infant or nursery school 
level and continuing into adoles- 
cence. 

Finally, evaluation should be 
longitudinal and include an assess- 
ment of existing service components, 
the desired institutional systems 
change, the impact of the total 
demonstration upon the lives of the 
children in the community, recruit- 
ment and training of personnel, and 
cost effectiveness. In other words, 
the project must be constantly moni- 
tored and the processes of imple- 
mentation well documented. 

The failure of present delivery 
system models to cope with the 
enormous problems existing in this 
day of rapid social change frequently 
results from a failure to link au- 
thority, responsibility. and account- 
ability at several levels. A neighbor- 
hood child advocacy system, there- 
fore. is one attempt to make our 
social institutions more accountable 
to the people where they are. 

We do not know yet where our 
efforts will lead, but we do know 
that we must go forward. We must 
make all of the institutions of our 
society more viable and relevant so 
that, in the end. our children and 
their families can develop their full 
potential to the betterment of 


society. 8 
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The Battered Child: 


By Jane C. Avery 


(C have been abused as 
long as the family has existed. 
This is nothing new, but what is new 
is the rapidly expanding interest and 
concern by doctors, lawyers, social 
workers, and Psychologists in what 
has come to be called the battered 
child syndrome.* 

The syndrome characterizes a 
clinical condition in young children 
who have received serious physical 
abuse and focuses on the large num- 
ber of children who are permanently 
injured or die as a result of injuries 
inflicted by their parents or those 
legally responsible for their care. 

What actually causes this phe- 
nomena still cludes us, chiefly be- 
cause of the lack of statistics. The 
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magnitude of the problem is only 
just beginning to surface. 

Prior to 1962, the battered child 
Syndrome was often referred to by 
doctors as unexplained trauma or 
accident-proneness. In fact, many 
Physicians were emotionally unwill- 
ing to diagnose it and reluctant to 
initiate proceedings against the par- 
ents, even when they were sure of 
the diagnosis. 

However from studies that have 
been done, one thing is clear— 
Whatever form the abuse takes, the 
Physical and emotional scars that 
remain are often permanently crip- 
pling. 

The first problem that must be 
tackled in this area is to identify the 


* Dr. Henry C. Kempe originally coined 
the term in 1961 at a meeting of the 
American Academy of Pediatrics. He 
is Director of the National Center for 
the Prevention and Treatment of Child 
Abuse and Neglect at the University of 
Colorado Medical School. Denver. Colo. 


battered child. Most often, this is the 
task of the doctor. He may become 
suspicious when the injury does not 
match the unconvincing, and often 
conflicting, stories the parents give 
about the child's “falling.” Or thc 
physical examination may reveal old 
scars that the parents are unable 
to explain. 

All too often doctors have treated 
the injury and remained silent about 
the suspected cause. Among the rea- 
sons for this reluctance are: an emo- 
tional denial that parents could com- 
mit such acts on their own child. 
fear of legal reprisal from them. and 
fear of making an unjust accusation. 

In response to the problem, al- 
most every state has enacted some 
form of reporting statute. Generally. 
these statutes require that suspected 
child abuse cases be reported to 
some authority, usually the police or 
a child welfare agency. Statutes vary 
as to the class of people required to 
report, but most laws grant some 


A Shocking Problem 


form of immunity from civil liability 
for doing so. 


osT authorities agree that the 

basic objective of any report- 
ing statute is to identify the abused 
child. Yet, to think that improved 
reporting laws will end the child 
abuse problem is naive and un- 
realistic, 

After a report is made, something 
has to happen. A multi-disciplinary 
network of protection needs to be 
developed in cach community to 
implement the good intentions of 
the law. Legislatures that require 
reporting but do not provide the 
means for further protection not 
only delude themselves but neglect 
the children. 

, But who are the abusers? Fam- 
ilies of battered children are often a 
study in deprivation; both physical 
and emotional. They are usually 
beset by marital and financial prob- 


lems, alcoholism, and mental illness. 
In fact, studies have indicated that 
perhaps as many as 90 percent of 
the abusing parents were themselves 
battered children. 

The battered child is usually the 
product of a parent who has never 
had adequate emotional develop- 
ment. In many cases, families of 
battered children tend to be lacking 
in group and community integra- 
tion, and the recidivism rate among 
them is very high. 

Our first inclination, perhaps, is 
to punish these parents, since the 
general attitude toward the problem 
is one of public shock and anger. 
There exists a natural desire to exact 
retribution, to punish the parents for 
their acts of cruclty. Criminal prose- 


cution is simply not an adequate 


solution. 

In the first place, criminal prose- 
cution requires proof through evi- 
dence that establishes guilt beyond 


a reasonable doubt. This is often 


difficult to meet, for the abuse 
usually takes place in the privacy of 
the home. Parents become mutually 
protective, and the victim is too 
young to speak for himself. Also, 
the examining physician may be re- 
luctant to appear as a witness. 


ONVICTIONS in these cases aver- 
C age between 5 and 10 percent. 
Even where a conviction is obtained 
fines and/or imprisonment do little 
to alleviate the problem. In fact, the 
criminal prosecution may impede 
the continuance of the family's life 
as a unit, since imprisonment sepa- 
rates parent and child, thereby mak- 
ing the latter's homelife even more 
insecure. and unstable. Fines are 
little better, reducing the parents’ 
financial resources for necessities 
and perpetuating one of the under- 
lying causes of the initial behavior. 
" Moreover, conviction leads to fur- 
ther social ostracism and impairs the 
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For treatment 
to be effective, 
the family must 

be regarded 
as a unit 


Battered Child continued 


parents’ community relations, which 
may have been precarious at best. 
Even in cases where the Prosecution 
is unsuccessful, the parents’ hostility 
during the proceedings may become 
channeled against the child when 
they return home. And lastly, the 
Prosecutor feels an obligation to 
Prosecute the parents but, in most 
instances, feels no corresponding 
obligation to keep the family intact. 

Prosecution and punishment, 
when used alone, serve only to in- 
crease the child's time in psycho- 
logical limbo, and do nothing to 
clarify his future status regarding 
adequate parental care. The worst 
secondary effect of prosecution is 
perhaps the fear this type of pro- 
ceeding instills in the parents, mak- 
ing them often reluctant to bring a 
child to a doctor for treatment in 
the first place. 

The second most common reac- 
tion on the part of the gencral public 
is a desire to see the abused child 
immediately removed from the cus- 
tody of his parents. 

The problem with this approach 
is the lack of legal guidelines af- 
forded the courts which, in turn, has 
tended to perpetuate the antiquated 


presumption that parents. because 
they are the natural guardians of 
their children, should always have 
custody. Since the courts are ex- 
tremely reluctant to sever these par- 
ental rights, juvenile court judges 
are often left with the impossible 
task of choosing between two equally 
undesirable alternatives. 

They can bend with the parental 
right theory and leave the child in 
the potentially dangerous home en- 
vironment, or they can remove the 
child from the parents’ custody and 
place him in an institution, which 
cannot provide the emotional sup- 
port needed. 

Juvenile court acts that provide 
for removal from the home, or allow 
the court to assume protective cus- 
tody, are often only supplying il- 
lusory solutions. In most cases, there 
is simply no place to put the child, 
once he has been removed from the 
parents. State institutions are often 
overcrowded, under-financed, and 
under-staffed and, in their present 
condition, can offer no viable alter- 
native. 


l treatment is to be effective, the 
family must be regarded as a 
unit, and the abusive cycle must bc 
broken completely. Removal of the 
battered child does not guarantec 
that the Parents will seek help for 
themselves —the ultimate goal in any 
program dedicated to curbing child 
abuse. 

, In this respect, the juvenile court 
judge has the difficult task of bal- 
ancing the interests of the parents 
against the probability of continuing 
danger to the child. In order to case 
this balancing process, the judge 
should have the means to order a 
coordinated, inter-disciplinary inves- 
tigation of the family, with a view 
toward making a diagnosis of the 
family as an entity, and for provid- 
mg recommendations. 

.nce we have progressed to the 
Point of recognizing that abusing 
Parents are mentally ill individuals. 
It is perhaps only normal to suggest 
that they receive psychiatric treat- 
ment. Yet this approach, while com- 
mendable and extremely important, 


is not without its own difficulties. 
For the patient must learn to look at 
the child as one who needs love and 
attention, rather than as a source of 
fulfilling his own needs—a task 
some parents will find impossible to 
accomplish. 

The main difficulty with the types 
of legislative and social responses 
just mentioned is that they do not, 
in themselves, lead to the desired 
protection and alleviation of thc 
problems of the abused child. They 
seck to solve only fragments of the 
problem and, by so doing, accom- 
plish nothing. 

The primary objective must be 
the rchabilitation of the family as a 
viable unit. The physical treatment 
of children by their parents should 
not, as a matter of social policy, fall 
into the realm of criminal law. For 
such law may provide an inappro- 
priate frame of reference for evalu- 
ating parent-child relationships. 

On the other hand, removal of all 
legal sanctions may not be feasible 
or desirable. Removing the influence 
and authority of the law from intra- 
familial relationships that are threat- 
ening the security, well-being. and 
very life of a child would be tanta- 
mount to removing the sole source 
of protection that child might have. 
What, then, is available to protect 
the child, help the parent, and rc- 
establish the family as a functional 
entity? ; 

One approach is that of protective 
intervention. It avoids placing any 
individual blame on the parent and 
attempts to help him or her provide 
optimal care for the child. Child 
care centers appear to offer the most 
promise in this respect. 


HESE centers could provide for 
T à degree of separation from 
the parents for 8- to 10-hour pc- 
riods, 5 days a week, without actu- 
ally terminating the parent-child 
relationship. The child would be 
safe, while the parents, hopefully. 
seek professional help and guidance. 
Yet, healing the wounds, correcting 
the malnutrition, and protecting the 
battered child is but a part of the 
solution. The most important objec- 


tive must be the rehabilitation of 
the environment that permits the 
abuse. 

Ultimately, the solution must be 
legal, in the form of legislation, judi- 
cial decisions, and the machinery of 
state and community protective 
services. Taking one step at a time, 
our first concern should be to im- 
prove the reporting statutes. 

Reporting should be made man- 
datory for any group of people 
likely to come into contact with a 
child-abuse situation, or people with 
an on-going relationship with chil- 
dren. This group would include 
doctors and hospital personnel, 
teachers, social workers, policemen, 
and lawyers. Such reports should be 
required whenever the injury does 
not appear to be accidental. 

To alleviate any hesitancy on the 
part of members within this group 
to report to police, reports should 
be allowed to be made to a social 
welfare agency first. This would 
avoid giving any premature criminal 
aura to the proceedings. But any 
social agency so notified must keep 
in close contact with the court at 
all times, or subsequent remedial 
legal efforts will be fruitless. 

Reporting laws should also out- 
line clearly what is to be contained 
in the report. Medical proof. such 
as x-rays, should bc available, as 
well as any other documentation of 
the diagnosis made by the doctor. 
Parents should also be told as soon 
as possible afterwards that the 
doctor has reported his suspicions. 

There should be no secrecy !n 
the proceedings. This avoids hos- 
tility later on when the child may 
suddenly be removed from the 
home, and it allows for a slightly 
better prospect of gaining the par- 
ents’ cooperation from the begin- 
ning. 

The statute should also provide 
for at least some degree of abroga- 
tion of the doctor-patient and hus- 
band-wife evidentiary privileges. 
Some authorities have suggested that 
an attorney be appointed to repre- 
sent the child in any abuse hearings. 
Moreover, there should be a provi- 
sion for immunity from civil and 
criminal liability for good faith re- 


porting, perhaps even establishing a 
penalty for knowing and willful fail- 
ure to report. In any case, the over- 
all object of the statute should be 
to promote reporting, and thereby 
case finding. 


x pg major obstacle to any pro- 
gram to conquer child abuse 
has been the lack of effective coordi- 
nation among social welfare agen- 
cies on the state and local levels. 
courts, and medical agencies. If the 
protective functions of reporting 
laws are to be carried through, re- 
sponsible agencies must be provided 
with sufficient funds and qualified 
personnel. 

There must be legal authority to 
permit removal of the child from 
the home and, when appropriate, the 
authority to implement prompt so- 
cial investigation and responsible 
community action. Above all, legis- 
lation in this area should be protec- 
tive, not punitive. 

Since the basic cause of the bat- 
tered child problem is found in the 
parents’ behavior, and not the 
child's, it has also been suggested 
that psychiatric counseling be made 
a condition to replacement of the 
child in the home. 

Another suggestion has been to 
place all suspected cases of child 
abuse under the supervision of one 
court. At the very outset of a case, 
this court would be responsible for 
formulating a definite plan that 
would set forth all long-range and 
short-range alternatives. The effec- 
tiveness of such a court presupposes 
the existence of a trained staff of 
family counselors. 

These counselors should be spe- 
cially trained in working with intra- 
familial relationships. They would 
help the parents to decide if the 
marriage itsclf was stable enough to 
accept the intrusion of a child. If 
the parents do not want the child, 
the court should have the authority 
to terminate the relationship and 
provide immediately for permanent 
placement. Ad 

On the other hand, if the poten- 
tial for improvement exists, the court 
would allow the child to return to 


The basic cause 
of the problem 

is found in the 
parents' behavior, 
not the child's 


the home under careful supervision, 
and with the requirement that the 
parents continue receiving psychi- 
atric help. The follow-up supervision 
must be purposefully directed to- 
ward the improvement of the home 
environment in toto. The counselors 
would need to have the same au- 
thority as probation or police offi- 
cers regarding emergency removal 
of the child when necessary, but they 
would also be expected to offer re- 
medial help rather than penal sanc- 
tions or automatic removal. 

The most obvious problem with 
any of these suggestions is having 
enough funds recommended to pro- 
vide the legal and psychological 
services needed. This would neces- 

ase the state's economic 


sarily incre 
and social burdens, but somehow we 


must transcend the antiquated no- 
tion that the child is merely a chattel 
of its parents. 

As Thomas J. Donovan once ob- 
served: "Not until society collec- 
tively decides that its children are 
to be valued as greatly as its high- 
ways and weapons, will any truly 
meaningful progress be made tow ard 
eradication of this shocking social 


problem.” a 
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Rorschach Handbook of Clinical and 

Research Applications 

Marvin R. Goldfried, Ph.D., George Stricker, Ph.D., 
and Irving B. Weiner, Ph.D. 


Englewood Cliffs, New Jersey: Prentice Hall, 1971. 
436 pp., $14.95. 


At first glance one is tempted to ask, *Why another 
book on a technique that has already spawned scores 
of books and thousands of articles, and even has been 
Superseded by newer, better techniques?" At second 
glance, however, one finds that the present volume 
does indeed have something useful to say about this 
50-year-old test. In the authors’ own words: “This 
book will present and evaluate some of (the special) 
clinical and research applications of the Rorschach 
within the framework established by the A.P.A. 


Standards (and) determine some of the limits of the 
Rorschach's validity." 


After appropriately opening with a chapter on the 
problem of evaluating the Rorschach, the Handbook 
consists of 12 more chapters covering such uses as 
the developmental level scoring systems of Friedman 
and Phillips, Elizur’s systems for scoring hostile ang 
anxious content, the body-image boundary Scoring of 
Fisher and Cleveland, suicide indicators, measures of 
therapy prognosis, and signs of homosexuality, 
neurosis, schizophrenia, and organicity. 


A typical chapter presents the theoretical background 
of the special use in question, any normative data 
extant, its reliability and validity, and concludes with 
an overall evaluation. Those chapters that dea] with 
relatively complicated scoring systems also devote 
several pages to explicit scoring rules. The fina] 
chapter reviews the findings presented, discusses some 
methodological considerations, and evaluates the 
utility of the various Rorschach applications. Twenty- 
five pages of references and separate author and 
subject indices complete the volume. 


This book represents a great deal of work, ang the 
authors should be applauded for their efforts, Ag with 
every previous book on the Rorschach, however. many 


of their statements will be challenged. My principal 
criticism is that the book scems to perpetuate the same 
general mistake made by almost every other book on 
the Rorschach: tentative signs—often not validated by 
anything more than a researcher's hunch—are listed 
and discussed with those that have been validated. 


Why, onc has to ask, are they listed at all? If for some 
inexplicable reason they must be listed, why not at 
least present them separately from those that have 
been validated? It is far too common for users of such 
handbooks to confuse validated with non-validated 
signs (and even with those shown time and again 

to be completely false) to allow such a listing, even 
with “appropriate cautions.” 


All in all, the authors of this scholarly volume have 
performed a service: the collection between hard 
covers and critical analysis of the more popular, and 
important, research and clinical uses of the Rorschach 
developed over the years. It is unfortunate indeed that, 
despite some eloquent excuses to the contrary (and 
their plea for still more research), they are forced to 
conclude that research has shown these special 
applications to have fared little better than the classical 
Rorschach scores, especially in clinical use. 

JON D. SWARTZ, PH.D. 

Hogg Foundation for Mental Health 

Austin, Texas 
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Child Mental Health in International Perspective 
Edited by Henry P. David 
New York: Harper and Row, 1972. 369 pp., $10.00. 


Every now and then a book comes along whose 
content is remarkably interesting, though one cannot 
help wondering if many might not avoid it simply 
because it sounds or appears too ponderous. Such a 
volume is Child Mental Health in International 


Perspective from the Joint Commission on Mental 
Health of Children, 


Thirty-five 


authors from 12 nations have reviewed 
Programs f¢ 


or children and youth in 14 countries of 


the world. Content areas include The Emotionally 
Disturbed, The Delinquent, The Culturally 
Disadvantaged and Retarded, Manpower, Prevention, 
and Group Child Care. Several chapters are devoted 
to overview perspectives, and the editor himself has 
written summary chapters of great merit. 


One can scarcely read this volume without a feeling 
of rather great humility, and yet without a feeling of 
optimism and reassurance. However, as much as we 
Americans try to avoid it, most of us suffer from a 
smugness and provincialism which, while comforting, 
often blinds us to the accomplishments of others in 
nations even as close as Canada. Some of us even 
pretend we are the sole possessors of a concern for 
children. I am certain that this volume can be an 
eye-opener to many. 


There are certain shortcomings. Several of the chapters 
are relatively old—originally prepared in the early 
1960s. The styles vary considerably from the very 
readable to the more pedantic, and some chapters are 
à series of very brief descriptions that interfere with 
continuity. However, there is no question that a great 
deal of material is presented. 


It is exceedingly difficult to select specific descriptions 
of program that are of greater or lesser interest, for 
this may be a matter of great personal bias. One gets 
the impression from the various descriptions that the 
observations described by Penningroth in a summary 
chapter on European services for children are correct 
and that they can be applied more broadly. He 
emphasizes the attention to service and to the needs of 
children in Europe and contrasts that with the concern 
for theory, research, and diagnosis in this country. 


I was particularly attracted by the programs in the 
Soviet Union. Here, the description of the child welfare 
programs and the orderliness of character education 

in that country are clear examples of the clarity of 


objectives. 


While one may question the objectives, it is hard to 
fault the strategies designed to meet those goals. On 
the other hand, our social structure and concern for 


individuality make it more difficult to have highly 


Gene Usdin, M.D. 


structured, goal-directed programs for children. And 
that very lack of clarity may be used as an excuse for 
not making concerted efforts to achieve a true national 
commitment to our children—to improve the various 
services offered and to create new ones where none 
are available. 

NORBERT B. ENZER, M.D. 

Chairman, Department of Psychiatry 

Louisiana State University Medical School 

Baton Rouge, La. 


Human Figure Drawings in Adolescence 
Mollie S. Schildkrout, I. Ronald Shenker and 


Marsha Sonnenblick 
New York: Brunner/Mazel, 1972. 152 pp., $8.95. 


This fascinating book with its 192 drawings by 
teenagers from a non-psychiatric population is a 
valuable introduction to mental health clinicians in 
understanding the psychology of adolescents. The 
book can be read in a couple of hours and will supply 


the reader with basic concepts. 


Communication of the adolescents’ current concept of 
themselves by their human figure drawings can be 
revealing and, thereby, a valuable adjunct for 
counselors involved in case findings. It can also 
increase comprehension and understanding of the 
conclusions reached by psychologists utilizing the 
tests whose names are so familiar (e.g., Goodenough 


and Bender Gestalt). 


The usefulness of this book is enhanced by the division 
into separate chapters concerning The Parameters of 
Normalcy, Personality Traits, Sexual Identity, 
Physical Illness, Organicity. Neurosis, Psychosis, and 
Danger Sienals: Acting-Out, Suicide and Homicide. 


Allin all, this is an innovative, pragmatic book that 
should be of interest not only to professionals, but 


also to intelligent laymen. 
GENE USDIN, M.D. 


New Orleans, La. 
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NOTES 


Harvard child psychiatrist Robert Coles has been named the Mental Health Associ- 
ation Research Award recipient for 1973 (see inside front cover). Dr. Coles, 
who is being honored for his work with minority and poverty groups, will receive 
a $10,000 award and the McAlpin Medal. Senator Edward Kennedy will present the 
annual award during the NAMH Research Award Dinner on May 1 at the National 
Press Club in Washington, D.C., where he will also be the principal speaker. 


The award was first given in 1972, when it went to another Harvard researcher, 
Dr. Seymour S. Kety. 


A Child Abuse Prevention Act has been introduced by Minnesota Senator 
Walter F. Mondale, chairman of the Senate Subcommittee on Children and 
Youth. The act would provide for the establishment of a National Cen- 
ter on Child Abuse and Neglect as well as financial assistance for the 
prevention, identification, and treatment of child abuse and neglect 
(see "The Battered Child" on p. 40). 


Juvenile courts are under attack again--this time from the National Council of 
Jewish Women. In a survey of the juvenile justice system in 118 communities a- 
round the country, the council found that 100,000 children are imprisoned. Most 
of these are for offenses that would not warrant punishment if they were adults. 
The study also revealed that many are runaways from homes where they have been 
abused or neglected, others are truants, while some--labeled incorrigible--are 
Jailed "for their own good" without benefit of trial or treatment. According to 
Judge Lois G. Forer, nearly three out of every four children arrested each year 
Will be arrested again, because they've been "criminalized" by the system. An- 
other judge, Beatrice S. Burstein, states, "It is mostly the children of the 
poor who are trapped in the system." Substantiating this, the council found 


that nine out of 10 boys in some black poverty areas will have a record by the 
time they're 18 (see "To Take Care of Their Own" on p.32). 


Wholesale transfers of menta] patients to nursing homes must stop, in 
the opinion of Utah Senator Frank E. Moss. Speaking before the Ameri- 
can Association of Homes for the Aging, he charged that some states are 
emptying their mental hospitals in this manner to save on supervision 


costs--as much as 50 percent in some cases. "We must realize that 
these individuals are human beings--not ping-pong balls to be bounced 
around at the convenience of government," said Moss. "The unwholesome 


Practice of changing labels given to characterize patients' needs is 
reprehensible." According to the senator, many of the facilities used 
are rat-infested flophouses that have no nursing care and no super- 
vision. NAMH offers, free on request, a position paper on this subject 
entitled "Facilities and Services for the Geriatric Mental Patient." 


It spells out in detail the factors to be considered by nursing homes 
in caring for elderly menta] patients. 


LCLLLLULLC—————————————————————————— MM 9 
Richard W. Flanagan 


A unique school-based program is underway in Massachusetts. Called the Brook- 
line Early Education Program (BEEP), it provides comprehensive educational and 
health services to infants. Areas include early childhood education, child psy- 
chology and psychiatry, pediatrics, dentistry, hearing and vision. States pro- 
gram director Dr. Donald E. Pierson, "It is not BEEP's intention to force or ac- 
celerate a child's development. Ours is a preventive approach aimed at detect- 
ing unusual developmental lags or physical problems and then at helping to cre- 
ate the conditions that will nurture normal growth." The pilot project in the 
Brookline Public School system is supported by grants from the Carnegie Corpora- 
tion of New York and the Robert Wood Johnson Foundation. 


The American Orthopsychiatric Association will hold its 50th Anniver- 
sary annual meeting in New York City, May 29-June 1, at the New York 
Hilton and Americana Hotels. Highlighting the 4-day session will be 
188 program events, including 61 panels and 70 workshops. 


Violence may be traced to à person's cultural environment, according to anthro- 
pologist Marvin K. Opler. Speaking recently at the 21st Annual Karen Horney 
Lecture in New York, Dr. Opler stated that he knew of no innate factors, bio- 
chemical or physiological, that would lead to aggressive instincts. "We public- 
ly proclaim that our culture emphasizes individuality. Yet we are mass-produced 


in urban conglomerates, highly organized in the bureaucracy of our political and 
educational life, and subjected to the mass persuasion of advertising," he re- 


marked. 
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The 25th Anniversary World Mental Health Congress will take place in 
Sydney, Australia, October 8-12. It is being organized by the Austra- 
lian National Association for Mental Health under the auspices of the 
World Federation for Mental Health. Subjects discussed will be fami ly 
and community, mass communications, education, physical education and 


mental health, migration and mobility, law and mental health, and re- 
ligion and social change. 


Epileptics will now have time to prepare for an impending seizure, thanks to a 
new portable warning system. Weighing less than a pound, the device consists of 
fixed on the side of the head by wires to a case in 


two dime-sized electrodes af n th i t 
the shirt pocket. The electrodes distinguish between normal and pre-seizure 
is imminent, the wearer iS warned by a buzzer 


brainwaves so that when a seizure 1S 1 ; 
and flashing light. The project was funded under a grant from HEW'S Social and 
Rehabilitation Service. In related developments, research with hibernating bats 


at the University of Michigan has found that the brainwaves of the flying mam- 
mals and certain epileptics are strikingly similar." Doctors there hope that by 
learning how the bat controls its seizures, the same principles can be applied 
to human epileptics to control their condition--or even eliminate it. 
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PUBLICATIONS 


Policy and Position Statements (Free on request) 


ABORTION 
O CHILD DEVELOPMENT CENTERS 

[] CIVIL RIGHTS OF MENTAL PATIENTS 

口 THE DISADVANTAGED 

LJ FACILITIES AND SERVICES FOR THE GERIATRIC 
MENTAL PATIENT 

FAMILY LIFE AND SEX EDUCATION 

口 HOMOSEXUALITY 

L JOINT COMMISSION ON MENTAL HEALTH 

OF CHILDREN REPORT 

C] MANPOWER 

DO MARIJUANA 

[] MARRIAGE COUNSELORS 

MENTAL HOSPITAL/LABOR-MANAGEMENT DISPUTES 
O MENTALLY ILL AND THE LAW 

LJ NATIONAL HEALTH INSURANCE 

[] PASTORAL COUNSELING 

RIGHT TO TREATMENT 

L] STANDARDS FOR LABOR PERFORMED BY STATE 
HOSPITAL MENTAL PATIENTS 

SUICIDE PREVENTION 

THIRD PARTY PAYMENTS FOR THERAPISTS 


New and Revised Pamphlets 


L] CAN MENTAL ILLNESS BE PREVENTED? $2.20 per C. 
CLERGYMAN'S GUIDE TO RECOGNIZING SERIOUS MENTAL 
ILLNESS. $8.10 per C. 

MINISTERING TO FAMILIES OF THE MENTALLY ILL. 
$8.10 per C. 

THE CLERGY AND MENTAL HEALTH. $8.10 per C. 
FACTS ABOUT MENTAL ILLNESS. $1.10 per C. Basic 
up-to-date statistics. 

L] FILM CATALOG. Free. Selected films for mental health 
education. 

GROWING UP AIN'T THAT EASY. $1.20 per C. Dos and 
Don'ts for dealing with the emotionally disturbed, 

L] HOW TO DEAL WITH YOUR TENSIONS. $7.50 per C, 
INSURANCE IN MODERN MENTAL HEALTH CARE, $3.75 
per C. Current thinking on insurance coverage for mental 
illness. 

[O MENTAL HEALTH MANPOWER KIT. $3.50 per kit. Con- 
tains the NAMH Statement on Manpower and 34 featured 
mental health manpower programs, covering examples of 
new careers, new sources of workers (among them the 
disadvantaged), and innovative uses of volunteers, Can 
be used as resource in developing new mental health 
manpower programs for universities, junior colleges, hos- 
pitals, clinics, community mental health centers profes- 
sional organizations, and local mental health associations 
THE HIGH COST OF MENTAL ILLNESS. $23.10 per M i 
CHILD ALONE IN NEED OF HELP. $2.30 per C, ` 

— HOW TO DEAL WITH MENTAL PROBLEMS. $7.50 per C, 
HOW TO RECOGNIZE AND HANDLE ABNORMAL PEOPLE.: 
^ MANUAL FOR POLICE OFFICERS. 80€ each or $55 per C. 
SOME THINGS YOU SHOULD KNOW ABOUT MENTAL AND 
EMOTIONAL ILLNESS. $2.00 per C; $16.35 per M. 

WHAT EVERY CHILD NEEDS FOR GOOD MENTAL HEALTH 
.35 per M. | 


E 


To order, write NAMH Publications Dept., 
1800 No. Kent. St., Arlington, Va. 22209 


WHEN THINGS GO WRONG. $9.00 per C. . 

MENTAL ILLNESS: A GUIDE FOR THE FAMILY (revised 
edition). 80¢ each. Handbook for families of the mentally 
ill. 


NAMH PUBLICATIONS CATALOG. Free. 
[] WHERE YOU CAN FIND INFORMATION ON MENTAL 
HEALTH AND MENTAL ILLNESS: A BIBLIOGRAPHY. $2.25 


per C. 


Joint Information Service Publications 


CHILDREN AND MENTAL HEALTH CENTERS. $6.00 each. 
ELEVEN INDICES. $4.00 each. 

[] HALFWAY HOUSES FOR THE MENTALLY ILL. $6.00 each. 
HEALTH INSURANCE FOR MENTAL ILLNESS. $2.50 each. 
] PARTIAL HOSPITALIZATION FOR THE MENTALLY ILL: 
A STUDY OF PROGRAMS AND PROBLEMS. Cloth: $6.00 each; 
4 or more copies $5.25 each. Paper: $4.00 each; 4 or 
more copies $3.50. 

PRIVATE PSYCHIATRIC HOSPITALS: A NATIONAL SURVEY. 
$3.00 each. i 
REHABILITATING THE MENTALLY ILL IN THE COMMU- 
NITY. $6.00 each. 

-] THE COMMUNITY MENTAL HEALTH CENTER: AN IN- 
TERIM APPRAISAL. Cloth: $6.50 each; 4 or more copies 
$5.25 each Paper $4.00 each; 4 or more copies $3.50. 

口 THE MENTALLY ILL OFFENDER: A SURVEY OF TREAT- 
MENT PROGRAMS. Patricia K. Scheidemandel and Charles 
K. Kanno. $2.00 each. 

[] THE PSYCHIATRIC EMERGENCY: A STUDY OF PATTERNS 
OF SERVICE, 1966. $2.50 each; 5 or more copies $2.00» 
cach. 

O SALARY RANGES OF PERSONNEL EMPLOYED IN STATE 
MENTAL HOSPITALS AND COMMUNITY MENTAL HEALTH 
CENTERS, 1970. Patricia L. Scheidemandel and Charles 
K. Kanno. $4.00 each. 

[] LEGAL SERVICES AND COMMUNITY MENTAL HEALTH 
cENTERS, Henry Weihofen. $2.00 each. 

THE STAFF OF THE MENTAL HEALTH CENTER: A FIELD 
STUDY. Hardcover: $6.00 each; 4-9 copies $5.25; 10 or 
more copies $4.75 each. 

THE TREATMENT OF ALCOHOLISM. $3.00 each. 
TREATMENT OF DRUG ABUSE: A STUDY OF PROGRAMS 
AND PROBLEMS. $7.00 each. 


LOOKING 
AHEAD 
IN 


"MANDATE FOR CHANGE"—PROBING THE PROB- 
LEM OF PRISON REFORM AND WHAT YOU CAN 
DO ABOUT IT 


"THE MIND'S UMBRELLA"—EXAMINING COVERAGE 
FOR MENTAL ILLNESS IN "NATIONAL HEALTH 
INSURANCE 


"A LEARNING EXPERIENCE"—SORTING OUT THE 
LESSONS FROM LAST YEAR'S EAGLETON AFFAIR 


The Focus ls 
Always 0! Adults ee *- But Kids 


Are People, 
Too. 


Sometimes it's easy to forget 
that, especially when they have 
emotional problems you may not 
know about. In fact, it's conser- 
vatively estimated that over 1.4 
million children in the United 
States are in need of psychiatric 
care. 


Kind of staggering, isn't it? But 
that's the way it is with mental 
illness. No age is exempt. And 
one out of every five children 


3.4 35:813 


affected by it will require skilled 
treatment and schooling. 


Working on their behalf is the 
National Association for Mental 
Health—the only nationwide 
citizens’ organization to do so. 


Your mental health association is 
Striving to make a difference in 
the quality and quantity of diag- 
nostic, treatment, and aftercare 


Services needed by th 
children. ~~ 


doin and Support Your Mental Health Association 


; Citizens Who Do Make A Difference 
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My experience in state 
government, in local charitable 
endeavors, and in the Department 
of Health, Education and 
Welfare has convinced me of the 
crucial importance of advocacy 
efforts such as those of the 
Mental Health Association. 
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lieves that other journals now provide effective 
exchange within professions and among profes 
sionals, but no regular publication exists to in- 
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LETTERS 


CHILD ABUSE 
Dear Sir: 

It has been brought to my attention 
that the Spring issue of Mental Hygiene 
(MH) contains a most interesting and 
informative article on the subject of child 
abuse (The Battered Child: A Shocking 
Problem). 

As the author of legislation designed to 
intensify our efforts to prevent, identify 
and treat incidents of child abuse, I am 
particularly pleased that Jane Avery 
chose to emphasize the importance of a 
multidisciplinary approach, and of work- 
ing to strengthen the family unit. 

| I commend you and the magazine for 
"4 | your contribution to focusing national 
You | attention on one of the most complicated 

and delicate problems facing all of us 


can make a who are concerned about the rights of 


opp i 
children. 
difference WALTER F. MONDALE 
U.S. Senator 
Su — = - _ Washington, D.C. 
nts - — 5 Senator Mondale (D-Minn.) is chairman 
Support your Ment il Health Association of the Senate Subcommittee on Children 


CITIZENS WHO DO MAKE A DIFFERENCE 


and Youth. 


= ADVERTISING QUESTION 
Dear Sir: 


azine is fantastic! So much 

MOVING? PLEASE NOTIFY US 4 WEEKS IN ADVANCE "ss pe e Meer ie s des 
is no advertising . . . especially since 

dvertising 


funds could be utilized from a 
toward the promotion of sound mental 
health. I would be interested in hearing 
why your publication contains no adver- 
Attach mailing label here, tising. 

below and S50 to: MH 站 orice, j PATRICIA E parnm 
49 Sheridan Ave., Albany, N.Y. 12210. < San Diego， Calif. 
Advertising is definitely in the future of 
MH, and guidelines for its inclusion 1" 
the magazine are being drawn up. 


DEPRESSION FEEDBACK 


em à Dear Sir: - 
ee I personally receive Mental Hygie 

(MH) and find it sop. UK 

= staf i As president of a mental healt asso a 

° EIE tion, I read everything possible to keep 

—————————————— current. The article about Herten 

: ies ind) in the Winter Issue We” 

TO WRITE ABOUT YOUR SUBSCRIPTION: Change of address, billing adjustment. Men. 1 favent ifia: same: il 


E We ee TERES Me priua c d OFFICE, 49 Sheridan Ave.. | ness for 2 years and understand so well 
ny, a 1 ttac present address label in space provided. If you are | the feelings of the author. Thank good 
receiving duplicate copies, please attach both labels.) This will help us identify | ness it can be cured, and persons can lea 
you quickly and accurately. very productive lives. (This is why I'm 
TO ORDER A NEW SUBSCRIPTION: Check box [] and use form above. Mail to | now working in this field, and 1 really 
MH SUBSCRIPTION OFFICE at the address given. Or for faster service and | enjoy it . . . “everything works together 
attention, you can simply call (518) 436-9686. Subscription rate: U.S., 1 year $10.00; for good to those who love God.") 
in Canada, $10.25; other countries, $10.50. PN DN MRS. TOWA T Sina 
^ n President, Okaloosa a 
To WRITE ABOUT EDITORIAL CONTENTS: Address: MH, 1800 N. Kent St., Arling- Health Association 

Bee Fort Walton Beach, Fla. 


LEARNING LABYRINTH 


Dear Sir: 
If this article in MH concerning black 
therapists (The Need Is Now, Winter 


1973) indicates a greater need for this 
group among minority patients, then the 
trend toward a clinical origntation in ed- 
ucation similarly would require addi- 
tional black teachers. The problems of 
the black child, in fact, may force a reex- 
amination of the individualized learning 
approach in education. 

While a black youngster may feel a 
strain sitting in a regular classroom lis- 
tening to a class presentation by a white 
teacher, he is exposed to basic informa- 
tion at least equal in extent to that given 
his white classmate. 

In the open classroom or where indi- 
vidualized learning insures no basic group 
presentation to the class as a whole at the 
start and puts the burden of asking for 
help on the child, the black youngster is 
going to be exposed more openly if he 
can't handle the written explanation and 
has to go often to the teacher for special 
help. If the teacher senses his predica- 
ment and moves to him right away. the 
white peers of this student will register 
this fact very quickly, possibly forcing a 
proud or sensitive black pupil to hold 
back from help or reject it from the re- 
flection it would have on his color. 

In other words the color of skin is a 
disability here which could be converted 
into a learning problem (or high blood 
pressure or other ills) in the individual- 
ized program more readily than in a reg- 
ular classroom situation. While the mi- 
nority youngster may have special per- 
sonal difficulties, just the fact that he is of 
a different color should not in itself be 
added as a handicap in any program. 
Rather than a special aid for a minority 
group. independance of this sort may 

it its own agonizing conflicts. 


bring with i 
Considering that there are very few 


black elementary teachers outside the in- 
ner city schools and even there white 
teachers generally have kept strong posi- 
tions of leadership. the increased prob- 
lem of the black child in an integrated 
classroom should be noted. The young 
person will be more dependent than ever 
on the good graces. tolerance and com- 
petance of his teachers unless they are 
both intelligent and well adjusted. And in 
the more demanding school program of 
individualized learning. the teacher's en 
durance will also affect the white young- 
ster who has himself become a minority 
group of one in the individualized setting. 

The clinical atmosphere that handicaps 


a child for his color as well as any gen- 
eral lack in his background in addition 
tion to his youth and/or lack of intelli- 
gence where that is the case, is too heavy 
a hand in a compulsory, state-mandated 
institution. 

If a team of teachers handles the ar- 
rangement, how many black teachers will 
be team leaders to whom individual 
placement of children and time arrange- 
ments for subjects are going to be sent in 
case of disagreement among team mem- 
bers? The trend toward black parapro- 
fessionals, as this article indicates, would 
only compound the problem with a sensi- 
tive black paraprofessional and student, 
at least at this stage of development. The 
black worker would tend to settle in the 
paraprofessional ranks while the impor- 
tant leadership. writing and policy mak- 
ing remained in the white upper strata of 
professionals. 

What ethical considerations are going 
to arise viewed, for instance, from the 
aspects taken in another article in the 
same issue (Silence Is Golden, Or It It?) 
that of confidentiality, privilege. privacy 
and professional responsibility? If there 
is no real break between therapy. for in- 
stance, and education, then how is the 
state to remain free of entanglements in 
the medical and confessional role being 
imposed on it in clinically oriented edu- 
cation? The presence of Learning Dis- 
ability Teams in schools further under- 
lines the consolidation of two authorities 
and provides a setting where medical au- 
thority can be used for wide correctional 
or reeducation efforts of the whole child. 

We are approaching a situation where 
executive power as it extends into public 
school appointments will be enhanced by 
therapeutic authority. If the judicial be- 
gins to wither as a result of losing juris- 
diction over a variety of offenders moving 
directly into special counselling commit- 
tees which are surfacing in many commu- 
nities. then executive power is going to 
pose a new problem in a democratic 
state. 


MRS. JEAN PAASHAUS 
Summit, N.J. 


CLOSING THE GAP 
Dear Sir: 

What a welcome change and improve- 
ment in this publication called Mental 
Hygiene! | was about to end my subscrip- 
tion when a new format came along. It 
took me a while to identify it as the same 
publication that 1 have been getting 

After 50 years as a journal devoted to 


exchange among mental health profes- 
sionals, it is about time that it began to 
speak to the people. Too long have pro- 
fessionals been speaking to and among 
themselves and not the same language 
that they use with their clients. There is 
a communication gap there. Although I 
am a professional I am not attracted by 
extreme professionalism which carries 
with it much pretense. 

The transition to policymaking articles 
in the mental health field—for both lay- 
men and professionals—is okay. But I 
hope it won't confine itself to that. Citi- 
zens are faced not only with major policy 
decisions involving future care systems 
and prevention as if problems of mental 
health and illness were a mere economic 
one. They need to understand NOW what 
mental health and illness mean and how 
to cope with it in the present and to pre- 
vent mental illness, if possible. They need 
this in lay terms and not in professional 
jargon of which there is too much. 

I am grateful for this change and now 
welcome the publication. It can remain 
professional without losing any of its 
professional standards by becoming more 
understandable and practical. I am sure 
it will continue to stimulate thought and 
activity in developing and improving 
health care delivery systems. We have 
had a great deal of theory but very little 
delivery. Thank God for a new thrust in 
prevention and care. The professors are 
busy writing books by the thousands, and 
nobody has time to read them and can't 
understand them even if they do. Mean- 
while, care is in the hands of untrained 
personnel. 

The Spring 1973 issue was excellent 
and got right down to the ground floor 
where I happen to be situated. Keep it 
coming and don't go back to the profes- 
sors chair or researcher's lab and stay 
there in hiding. 

CHAPLAIN TIMOTHY STOCKMEYER 
Creedmoor State Hospital 
Queens Village, N 


ASSOCIATION RECEIVES 
P.I. BONUS 


An additional NAMH TV spot is being 
shown on over 200 television stations 
around the country—all at no cost to the 
Association. The spot was produced for 
Pfizer Laboratories by Master Mind Com- 
munications in New York. Thinking that 
the Association's name might be more 
appropriate on the spot than their own. 
Pfizer offered the spot to NAMH—includ- 
ing distribution to the 200 TV stations 
The spot is a welcome addition to the 
1973 public information package 


COMMENTARY 


Love is a word that’s in the air these days. Songs and 
salutations and sermons affirm its value and proclaim 
its presence. Yet, one must always carefully distin- 
guish between infatuations and genuine affection, 
between the passing and the lasting. Indeed, one of 
the marks of love as distinguished from infatuation 

is its endurance. 


Here's a definition of love I once heard that has value: 
Note the two emphases here that define love— 
persistence and therapeutic expression. 
Love is a persistent effort of one person to create 
for another person the conditions through which 
that other person can become the person God 
intended him or her to be. 


There's something here which can speak to us in the 
mental health movement. Motivated originally by 

a concern for the mentally ill, we have expressed 

that concern by working for certain desired objec- 
tives (e.g. an educational program, a crisis telephone 
service, a mental health center). Then when that 
immediate objective was realized, we have tended to 
relax into inactivity and lose our vision. It is then 
that we discover whether our concern has been a 
matter of momentary stimulation or a dynamic change 
agent, an infatuation or a love. 


Nowhere is this more obvious than in our relationship 
to community mental health centers. In 1963 we 
were participants in the vision of a bold new step in 
the treatment of mental illness—the dream of a 
nation serviced by treatment centers accessible to 
every locale and segment of our populace. Then we 
took steps to bring this about by supporting the 


passage of the Community Mental Health Centers Act. 


Later, attention was given to legislative amendments 
that broadened and strengthened the Act. 


Then, it may be that we relaxed. After all, the centers 
were on their way—even 286 by this year! We saw 
ours come—in the community at hand or nearby. And 
we presumed the Act would achieve its manifest 
destiny of 1,500 centers making mental illness treat- 
able locally everywhere. Then the Administration's 
new posture of praising the values but withdrawing 
Federal financial support rudely awakened us from 
our lethargy. 


Rev. Orion N. Hutchinson, Jr. 


So this becomes the moment of true self-discernment. 
Has our concern for the mentally ill been something 
that led us to achieve—and be at ease? Or is it love, 
which is a persistent effort? 


An increasing crescendo of activity and affirmation 
has had an effect upon Congress. Focused by the à 
Public Affairs Committee of NAMH in consultation 
with the Community Mental Health Centers Com- 
mittee, this new tide of opinion is being heard by 
Congress. The evidence is the passing of the U.S. 
House of Representatives of HR 7806 calling for a 
l-year extension of the Community Mental Health 
Center Act by a vote of 372 to 1. The Senate followed 
with approval by a vote of 94 to 0. 


The President signed the Act on June 18, and now 
we must turn our attention immediately to a sub- 
stantive renewal, which would extend the Act for a 
longer period. It should provide some vitally needed 
improvements, such as provision for leasing or - 
renovation in addition to construction, a more rigid 
mandate for service to poverty peoples by centers 
especially funded for that purpose. required rela- P 
tionships to Health Maintenance Organizations, mc 
adequate evaluation, etc. A bill being proposed by 
Sen. Richard S. Schweiker ( R-Pa.) is such an effort. 


The trauma of uncertainty regarding the continuing 
Federal support of centers should have led us to 
rediscover that if our concern for the mentally ill 

in our communities is genuine, then it must be ex- 
pressed by our keeping on keeping on. And one re 
specific of such is to see that community health S 
keep on keeping on— growing in number, improv! E 
in quality, expanding types of services afforded to 
those ill ones whom they are supposed to serve. It 
must if we are to avoid reverting back to the store- à 
house approach of treatment for the mentally ill 
bring genuine therapy to them where they are. 


isa 


Editor's Note: Rev. Hutchinson is Chairman of 
the NAMH Community Mental Health Centers 
Committee. 


FROM THE OUTSPOKEN AUTHOR OF "WOMEN AND MADNESS" COMES 


HERE is a woman in New Jersey, 
with whom I’ve spent many 
hours talking. 

She is a divorced middle-aged 
woman and not your average under- 
18, sex-object-looking woman, Also, 
she was a resident at Graystone 
State Hospital and at Fair Oaks, 
which is a private hospital in New 
Jersey. 

At some point her husband got 
himself a mistress, and she was kind 
of getting old and nobody likes old 
women. Nobody likes women, espe- 
cially when they get old. In previous 
ages they might have been burned as 
witches. 

Well, he decided that she really 
was a mental case, because she was 
getting very jealous and very hys- 
terical. He wanted her out of the 
way, so he got a New Jersey psy- 
chiatrist to come out to their home 
and kind of secretly diagnose her. 

Then both of them confronted 
the woman saying, “You'd better 
commit yourself, because if you 
don't, we'll commit you and it'll be 
worse for you if we do it. So if you 
go voluntarily, you'll get better 
treatment than if we force you." 


Dr. Chesler is affiliated with Richmond 
College of the City University of New 
York. A review of her best selling book 
appears on page 34. 
This article was compiled from remarks 
made by her in a recent address to mem- 
bers of the New Jersey Association for 
Mental Health. 


She took them at their word, be- 
cause she was frightened and didn't 
have alternatives. Like many 
women, she was not sure if they 
were right or not. 

As it turned out, the kind of treat- 
ment she received for being called 
crazy ranged from shock therapy to 
tranquilizers to physical beatings. 
Moreover, she had a neurological 
condition that went untreated and 
undiagnosed. Finally, she had to 
leave the state for her safety. 


word 
about 


mental health 


Her husband then divorced her 
without her consent, married his 
mistress, and moved to another 
state. When the woman tried to sue 
the psychiatrist involved, she was 
told she was filing too late. Today. 
she's living on welfare, and T'd like 
to dedicate what I have to say to 
her. 

First, I'd like to sketch out the 
basic, female personality in our cul- 
ture. 

Women are submissive. We're al- 
truistic. And especially, we're self- 
sacrificing. 

Usually our altruism comes from 
very low self-esteem. We're always 
guilty. We're very monogamous. 
We're losers—we're trained to be 
losers in life. That could be why to 


continued 


and 
women 


By Phyllis Chesler, Ph.D. 
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get a man you have to be a loser— 
you can’t be too smart, because he 
won't marry you. You have to lose 
to win, but you turn out not to 
win too much. We're also mothers 
or can be mothers. and that's an- 
other reason why we might be al- 
truistic. 

When a woman becomes a wife 
and mother—accepts the female 
role—she commits the incest taboo. 
As little girls, we were taught to 
want to marry Daddy. Consequently, 
the men we fall in love with. make 
love to, and marry are usually older 
than we are. What they try to do, 
then, is capture wives who will per- 
form domestic and other functions 
for them—all of which they'll con- 
trol. Yet, women consistently vio- 
late this taboo, and I think that ac- 
counts for a lot of what we call 
female personality. 

Now, what does the mental health 
profession do with women? How 
does it see women? How has it 
taught us to see ourselves? 


Fe one thing, women are seen 
as crazy. whether they accept or 
reject these sex role stereotypes of 
the female role. If a woman accepts 
this role, she’s not going to be 
happy. She might cry a lot and be 
very depressed—perhaps even get 
paranoid. frigid, or have anxieties. 
And if she’s white, middle-class. and 
can afford to pay for it—she'll seek 
treatment and her case will, of 
course, be diagnosed as psychotic 
depression or anxiety neurosis. 

Now a woman who rejects the fe- 
male role. who is aggressive—per- 
haps sexually aggressive—or who is 
in any way assertive—a winner of 
any kind—is usually diagnosed as 
schizophrenic. 

At this point, let me give you a 
very fast definition of mental ill- 
ness. Think about it. Mental illness 
is the acting out of the devalued fe- 
male role by either men or women: 
or it is the rejection or the aliena- 


tion from one’s own sex-role stereo- 
type in either men or women. 

When men are seen as passive— 
won't work at the rat race—they are 
seen as schizophrenic. Not so with 
women who attempt suicide, who 
are very anxious or very depressed. 
Rather than being schizophrenic, 
they're just very unhappy. And the 
reason they're unhappy is that they 
are acting out the female role. 
Thats how it is with the majority 
of women who seek treatment or 
who are in hospitals. 

Everyone knows what state hos- 
pitals are about. They're concentra- 
tion camps for poor people and old 
people and third world people, most 
of whom are women. And they're 
understaffed and the staff is under- 
paid—everybody undertrained and 
nobody has too much love of any 
kind for their fellow human crea- 
tures. That's what state hospitals 
are about. 

For the moment now, let's assume 
that there are some really good men. 
Ninety percent of the professionals 
in the mental health field are male, 
and about 92 percent of all psychia- 
trists are men. Chances are you will 
always be in contact with a male if 
you are a female patient, and every- 
one prefers male doctors. Let's fur- 
ther assume that the best male we 
can think of has not been trained as 
an ardent, female-hating Freudian. 
Let's also say that he does not be- 
lieve in particular schools or have a 
particular technique. This is never 
true, but I’m just making an as- 
sumption here. 

Now there are five major biased 
views that run through all theories, 
whether they're revolutionary or tra- 
ditional, and these apply to most 
Clinical practice. The first one is that 
everybody is crazy, a term I don't 
like to use. You never say. “Well. 
this person is mentally healthy." In- 
stead. you always have to find out 
what's wrong with somebody. 

Psychiatrists. for example. are al- 
ways called into a court to decide 


who's going to be committed or not 
— something juries don't do. How- 
ever, there's a very clear distinction 
between what's considered mental 
illness and who should be hospital- 
ized, between professionals and or- 
dinary people. It’s not people who 
are crazy, it’s higher cultures that 
are crazy, civilization itself is crazy, 
neurotic or depressed. 

Our second major bias is that 
while everyone is crazy, women are 
crazier. Therein lies the double 
standard of mental health, the 
ethic of which says to be healthy 1$ 
to be male. And there have been a 
number of recent studies that show 
this very well. 


HE traits that we associate with 
jl lectore he] as- 
sertiveness, aggressiveness—are seen 
as pathological in women. Women 
are supposed to be passive and de- 
pendent and hysterical, are not good 
in math or science, are vain, an 
can't be trusted. You know, I dont 
know women like this, but this !$ 
how male and female clinicians pre- 
sent their double standard in mental 
health. i 

Now the third major bias 15 that 
male homosexuality is sick and les- 
bianism doesn't exist. Whatever 
studies are done—however badly— 
at least find out male homosexuality 
exists. In fact, it has existed in 
princes, generals and artists, men 
who have led empires, and who have 
waged wars, but still lesbianism 
doesn't exist. Interestingly enough, 
it has also been found that lesbians 
are much more like so-called 
straight women than they are like 
male homosexuals. And male homo- 
sexuals are much more like so-calle 
straight men than they are like 
women. 

I think that most men in our cul- 
ture are not heterosexual, which 
means to respect and be totally 
equal with a member of the opposite 
sex. Instead of this, I think they 


fear, hate, envy, are jealous of, and 
despise women. 

A fourth major clinical bias is 
that in order for a woman to be a 
real woman she's got to become a 
mother, and that once you become 
a mother, everything is your fault. 
It is mothers who produce male 
homosexuals, it is mothers who pro- 
duce neurotic children, promiscuous 
children, delinquent children. 

Recently, clinicians have begun 
to look at the role of the father . . . 
and to maybe blame the whole fam- 
ily. They had to put the blame some- 
where. But still, it is the mother's 
fault when anything goes wrong. 
And if you're a woman and a 
mother, and you feel guilty about 
this, you're afraid to move out for 
yourself in some way. So you'll end 
up going to a clinician for help to 
do so, but you probably won't get 
much help. You'll be told that it is 
your responsibility—that you do 
have the power to really help your 
child deal with school, with sex, with 
his or her father. 

I'm not saying this only from re- 
viewing the journal literature for the 
last 20 years, but because Tve been 
talking with women who've been in 
treatment. 

Our fifth major bias is kind of 
the patriarch bias. There has been 
a dramatic increase in the number 
of women who have gotten them- 
selves involved in careers as psychi- 
atric patients. In 1964, there were 
479,000 women in state and county 
hospitals, private hospitals, general 
wards, general psychiatric wards, 
and outpatient clinics. This includes 
all VA hospitals, which are mainly 
male. However, It does not include 
private treatment OF community 
mental health centers. 

By 1968, the number of women 
615,000. That same 
year, there were about 50,000 more 
women than men being treated (or 
brutalized or tortured into submis- 
sion) in these facilities. j 

Another way of looking at it is 


increased to 


that women now compose 53 per- 
cent of our population; in 1960 
they composed 51 percent. Now the 
percentage of women in 1968 in 
general psychiatric wards was 60 
percent, 61 percent in private hos- 
pitals, 50 percent in state and coun- 
ty hospitals, and 62 percent in out- 
patient clinics. 


Wir it may be that the female 
role is badly in need of help. 
We're supposedly the more emo- 
tional sex, and we can express our 
emotional stress. Fine. But what 
happens to us when we say, "Pm 
unhappy. Help me, doctor?" We get 
locked up. We get shock therapy. 
We get brain surgery. We get beaten 
up. We get isolated. We're deprived 
of our civil rights. We're considered 
crazy. A 

Scandals take place in hospitals 
that are no different from the real 
world. Women in mental hospitals 
are raped; they're impregnated. 
They're not given abortions or birth 
control. Women are not protected 
in the asylum anymore than they 
are in the family. And it's not sur- 
prising, because the structure of the 
asylum or of private therapy is 
identical to the female experience in 
the family. 

The female is the help-secking, 
distressed, incompetent, dependent 
and dull figure, while the helping 
authority is the hopefully benevo- 
lent, paternalistic, woman-hating, 
father figure, who is interested in 
either sex or being contemptuous. 
The intermediary is the mother per- 
son—a female in the form of the 
underpaid nurse, orderly or attend- 
ant—-who doesn’t have full respon- 
sibility or control, has not been 
socialized to really identify with 
women or with a woman's plight, 
and who cannot protect female 
wards from male ways or even male 
acts of violence. All in all, women 
do not get asylum anywhere, least 
of all in mental hospitals, and hardly 


at all in private offices. 

There are many, many reasons 
why such an increase in the number 
of female patients exists. I think 
women seek help because we need 
help, because we really are op- 
pressed, we really are distressed, and 
we're pretty unhappy. Then there's 
the conditioned nature of the female 
role, that of seeking help. 

I also think that women have not 
been emotionally nurtured very well, 
and every so often they want a vaca- 
tion from the kind of giving, giving, 
giving to other people that they have 
to do. One of the ways they may take 
this vacation is in the hospital. 

If they re poor or third world and 
they're in a state or county hos- 
pital, then they're involved in clear 
and outright slave labor which, of 
course, is true of men, too. The men 
do the heavy outdoor work; the 
women cook, launder, clean. How- 
ever, this it not viewed as slave la- 
bor. Sometimes it's viewed as ther- 
apy—to keep the morale up. But, 
such services are usually indispensa- 
ble for the underbudgeted hospital. 

I think that genuine madness al- 
ways is very, very eloquent and very 
difficult to deal with, to understand. 
I think its presumptuous of us in this 
culture to think we need to treat or 
to cure it. Genuine madness always 
teaches us something important 
about our culture and our human 
condition, and if it’s a woman who's 
mad, she should be telling us some- 
thing about this female condition. 
I'm not saying this is easy to deal 
with. In fact, it’s very, very hard. 
Not only does it frighten us, but also 
it affronts our sense of reason. 

I think that I’ve never listened to 
a so-called crazy person without 
learning something very, very im- 
portant, and there are very, very few 
truly crazy people. Most people are 
unhappily acting out their roles or 
rebelling against them. They're not 
crazy. Madness is a kind of divine 
insight, and I wish our culture 
would start listening to it. @ 


AN AFFAIR TO REMEMBER 


LESSONS LEARNED FROM LAST YEAR'S EAGLETON EPISODE ARE SORTED OUT 


N Tuesday, July 25, 1972, 

Democratic Party Vice Pres- 
idential candidate Senator Thomas 
Eagleton announced to the press 
that on three occasions, most re- 
cently in 1966, he had voluntarily 
admitted himself to a hospital dur- 
ing which times he underwent psy- 
chiatric treatment that twice in- 
cluded electro-convulsive therapy 
(ECT). 

Six days later he withdrew from 
the ticket. 

For several years following his 
illness, Eagleton functioned very ef- 
fectively, including 4 years as United 
States Senator. He was nominated 
for the second highest political office 
in the country by his peers who, 
until they learned of his medical his- 
tory, considered him fully com- 
petent for the job. What was it that 
made them lose confidence and force 
him to resign? 

Obviously, the central factor was 
the fear that too many voters would 
not accept a candidate who had re- 
ceived psychiatric treatment or at 
least one who had been hospitalized 
three times and whose therapy had 
included electroshock. 

It is not clear whether the resig- 
nation would have been requested 
if hospitalization had not occurred. 
Or if ECT had not been involved. Or 
if the hospital records had been pro- 


Mr. Chase, Immediate Past President of 
the National Association for Mental 
Health, is currently Chairman of its Pub- 
lic Affairs Committee. 


duced and supported Eagleton’s de- 
scription of the episodes. 

The weighting given to each of 
these factors is not known. It would 
be encouraging to believe that the 
McGovern camp did not feel that 
psychiatric treatment in and of itself 
created sufficient public alarm to 
dictate the resignation. 

Senator Eagleton told me that he 
believed that the deciding factor 
was the vision of a President who. 
had undergone shock treatment. In 
his announcement of the decision, 
Senator McGovern stated “I am 
fully satisfied that his health is ex- 
cellent. I base that conclusion upon 
my conversations with his doctors 
and my close personal and political 
association with him. In the joint 
decision we have reached, health 
was not a factor.” 

Whatever the weighting and 
whichever the deciding factors, the 
entire discussion and debate re- 
vealed a growing sophistication on 
the part of the public and a healthy 
struggle to sort out the many sepa- 
rate questions involved in deciding 
the meaning of mental illness and 
its treatment. In the long run, the 
significant and positive effect of the 
public debate on the Eagleton affair 
hopefully will be a better under- 
standing of the problems of the 
mind, for never before had these is- 
Sues been so thoroughly discussed. 

Realistically, we must be aware 
of the negatives in the situation. For 
One, millions of Americans who had 


By Irving H. Chase 


received treatment and who had 
finally begun to sense greater public 
understanding and acceptance © 
their situations were disheartened 
and discouraged by the backlash of 
the Eagleton debate that seemed to 
cast them in the lot of inadequate 
human beings. This was terribly un- 
fortunate and grossly unfair. 

A second significant negative was 
that, for a time, many who woul 
otherwise have been willing 1o I. 
ceive treatment may have avoided it 
or waited until effective treatment 
was less possible. Even then, bee 
probably did everything possible : 
hide the fact of their therapy. Wha 
a setback! For early care and ope? 


attitudes are often critical to success- 
ful treatment. x 
The third important negat ^ 


which really has established s 
baseline for all future efforts to E 
crease public understanding of m i 
tal illness, was that the polls er 
open discussions at that time ce " 
revealed at least a significant A. 
jority of American people d 
ready to discount the stability is 
capability of any individual who 
received psychiatric treatment. d 
This kind of reaction was cd 
new. Indeed, the growing eviden 


e 
that only a minority he E ke 
views was very good news. Ed poil 


encouraging was the Harris di 
that demonstrated that among P i 
sons 30 and under, the count ee 
two to one in favor of Eagle. 
That is, they thought his past hea 
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AFFAIR continued 


problem was indeed past, and that 
it should not have been a factor in 
his candidacy. 

Our own earlier surveys of public 
attitudes about mental illness re- 
vealed a direct positive correlation 
between understanding of mental 
illness and a higher level of educa- 
tion. Thus, there is reason to be en- 
couraged, but there is also reason 
to be vigilant, for a significant per- 
centage of the public is still unin- 
formed or confused or prejudiced. 
They constitute a barrier to fair han- 
dling of the person who has experi- 
enced even fleeting inability to cope 
and who has received treatment for 
that episode. 

The Eagleton affair provided us 
with an opportunity to deal more 
fully with such prejudices and mis- 
conceptions. But the job has been 
tremendously difficult. 

On one hand, there are those who 
would simplistically argue that past 
treatment for mental illness should 
in no instance be a prejudicial fac- 
tor in selecting a possible United 
States President. On the other, any 
acknowledgment that certain forms, 
durations, or intensities of mental 
illness might constitute a disqualifi- 
cation only seems to reinforce the 
existing prejudices. 

The job is to help the public un- 
derstand mental illness to a suffi- 
cient degree that they are better able 
to sort out the significance or in- 
significance of prior conditions. 

For instance, I will not argue 
that anyone experiencing any form 
of mental illness of whatever dura- 
tion is stable and healthy enough to 
occupy the White House. But I will 
argue that no person should be de- 
prived of the right to fill any role 
in life for which he is capable, 
solely because at some time when 
troubled he had the strength to seek 
professional help. Indeed, admission 
of emotional problems, and search 
for treatment, are signs of strength. 

The Eagleton case opened up five 
distinct areas of inquiry in the pub- 
lic’s mind about mental illness and 
its care. 


PSYCHIATRIC TREATMENT PER SE. 
I don’t know if Senator Eagleton 
would have been dropped from the 
ticket if his case had simply involved 
visits to a mental health professional 
on an out-patient basis. I would like 
to think that we have reached a 
point where this kind of treatment 
is acceptable or at least not disquali- 
fying. It's my own guess that if this 
had been the nature of Senator Ea- 
gleton’s treatment, Senator McGov- 
ern would have upheld his support. 
He would have assumed a history 
of psychiatric treatment would turn 
off many voters, but he would have 
also assumed that he would pick 
up other voters who would have 
admired his courage and loyalty. 

What we are dealing with here is 
the automatic prejudice and stigma 
that are attached to any evidence of 
mental illness, however disguised the 
descriptions or titles. In the public 
education effort of the Mental 
Health Association, we start with the 
basic misunderstandings or myths 
that stand in the way of people 
seeking help or accepting those who 
have. For example, the NAMH pro- 
gram is designed to deal with the 
following misconceptions: 


9 Mental illness is more or less 
a permanent condition. 

© Most episodes of mental ill- 
ness require hospitalization. 

© Most treatment of mental ill- 
ness is of lengthy duration. 

9 The discharged patient is less 
reliable as an employee. 

9 The discharged patient consti- 
tutes a special risk to Society. 


Most episodes of mental illness 
are really just brief periods of ina- 
bility to cope with the current de- 
mands of life. All of us experience 
emotional irrationality from time to 
time that affects our ability to han- 
dle our Surroundings. Most fre- 
quently, to be mentally ill is to be 
different from normal for a short 
time. When help is received and 
time passes, the differentness goes 


away after awhile. 

Most treatment of mental illness 
does not involve hospitalization. 
Even when hospitalization is indi- 
cated, the average stay in an active 
treatment setting is less than 21 
days. Even the person who has been 
hospitalized for a longer duration is 
almost always capable of employ- 
ment and, by actual study, will turn 
out to be a more reliable worker 
than his counterpart from the unaf- 
fected general public. Additionally, 
crime rates among former mental 
patients are lower than among the 
total population. 

One of our most important mes- 
sages is that the person who has 
doubts about his own stability e 
normality should seek professiona 
guidance. Usually, the result will be 
to reassure the individual that his 
doubts, concerns, or behavior s 
really well within the wide bounc- 
aries of normalcy. x 
HOSPITALIZATION. We know that P 
puts a greater strain on the an 
public to accept with confidence fas 
health of a person whose illness 
required hospitalization. 

Repeatedly during the a 
episode we heard questions or co S 
ments about three hospitalizations " 
though repeated need for ie 
was a sure sign of basic D QUK 
Prompt and effective care of ac s" 
mental and emotional illness A ie 
as important as prompt care of s 
ical illness, and often the best t Ms 
in the world is to receive MA 
care before one's own worry OF tis 
of confidence contribute tO 
downhill spiral. n 

Such pr S can lead nys 
peated but short courses Of rc 
ment that may very well be rin 
serious than a single hospital expe Ds 
ence following long neglect of vae 
tional conflicts. It is, of apres 
likely that the comparatively fet 
persons who require Hedun nd 
are experiencing more difficulty i 
those who can be seen in a docto h 
office, but the need for hospita 2 
tion does not in itself make the © 
come less hopeful. 


DEPRESSION. To understand it, we 
must first realize that the term is 
used in various ways to describe 
various conditions. The more com- 
mon form of depression is called 
reactive depression, which involves 
an exaggerated response to a diffi- 
cult or traumatic event or series of 
events such as a death of a loved 
one, a shattering divorce, or other 
forms of intense and prolonged emo- 
tional and physical strain. 

From everything Senator Eagle- 
ton said about his own condition, it 
would seem to have been a reactive 
depression occurring after periods 
of intense physical and mental effort 
leading to total exhaustion. In the 
process, he may very well have 
learned his limits and how to pace 
himself so that future episodes 
would not occur. Of course, many 
people automatically think of manic 
depression whenever depression it- 
self is mentioned. This is a condition 
which still mystifies professionals, 
but even in these cases, effective 
treatment is available. 

It is important to realize that 

some of the popular terms con- 
nected with emotional illness can 
mean so many things that it is often 
unfair to form judgments based on 
their use. 
FULL DISCLOSURE. There is a lin- 
gering debate as to whether a public 
figure should be required to reveal 
his health record. My good friend 
Dr. Dana Farnsworth, currently 
consultant on psychiatry at the Har- 
vard School of Public Health, and 
formerly head of the Health Service 
at Harvard, argued in a Letter to 
the Editor of The New York Times 
dated August 14, 1972, that can- 
didates for office should be judged 
on their public record of accom- 
plishments, which are quite suffi- 
cient to enable intelligent judgments 
to be made. es 

He further argued that requiring 
such disclosures will prevent per- 
sons from secking treatment, and 
underscored that a country which 
permits and approves aggressive at id 
thoughtless persons to invade the 


privacy of its citizens in unethical, 
dishonest, and immoral ways will 
become seriously weakened and will 
at the same time do a grave disserv- 
ice to the millions of persons who 
struggle to maintain that basic har- 
mony and integrity which may be 
epitomized as mental health. 

Dr. Farnsworth concluded, “I am 
well aware as well as concerned 
about the problems that develop 
when persons with heavy responsi- 
bility become emotionally depressed. 
However, tearing down the bound- 
aries of privacy is in no way con- 
structive.” Because of my respect 
for him, I have carefully mulled 
over his arguments but cannot to- 
tally agree with them. 

I do believe that the confidential 
relationship between patient and 
therapist should be inviolable, unless 
the patient elects otherwise. The 
therapist, however, should never 
have this choice. 

I am deeply concerned with the 

growing practice in this country of 
centralizing records of every citi- 
zen including the banking of infor- 
mation that may or may not be 
accurate and, in any case, should 
not be publicly available. On the 
other hand, if a candidate presents 
himself as qualified to handle a pub- 
lic office, particularly one of awe- 
some demands, he should be pre- 
pared to make the pertinent records 
available to the voters, who are the 
ultimate decision makers at the bal- 
lot box. I have faith in the wisdom 
of the American voter if he has 
the facts. 
ELECTRO-CONVULSIVE THERAPY in- 
volves the application of electrodes 
to the patient's temples, through 
which a mild electric current is 
given. The electric current travels 
faster that the nerve impulse, and 
so the patient is unconscious before 
he feels any pain, and may or may 
not have convulsive effects. 

There are some leading medical 
centers where the utilization of EcT 
is almost routine for depression ill- 
nesses, regardless of the severity of 
the illness. Since the advent of 


newer therapeutic drugs, however, 
the use of this technique has de- 
clined in recent years. Admittedly, 
use of drugs involves two special 
problems: toxicity and hypersensi- 
tive allergic responses. Nevertheless, 
Iam told by many professionals that 
the likelihood of the Senator receiv- 
ing ECT today is less than it was 
even 6 years ago. 

It is probably safe to assume that 
shock therapy represents a medical 
treatment with a range of indica- 
tions and contraindications. Thus, 
if the public is asked to accept the 
qualifications of a candidate for high 
level office, they probably will 
demand to have more reliable in- 
formation about his history and 
treatment. Even if the condition is 
severe, this should not necessarily 
rule out a person for great public 
trust in the years ahead. 

So, on one hand, the Mental 
Health Association will argue most 
vehemently that no person should 
be deprived of the right to fill any 
role in life for which he is capable, 
solely because at some time when 
troubled he sought and secured pro- 
fessional help. To be doubtful of 
the competency of every individual 
who has undergone psychiatric 
treatment would be to write off the 
abilities of a good portion of the 
population of the United States. It 
would also penalize those who have 
the intelligence to seek help when 
they need it. On the other, we can- 
not argue blindly that anyone treated 
for any mental illness is stable and 
healthy enough to occupy the White 
House. 

In between these extremes, there 
are many questions, issues, and mis- 
conceptions that must be dealt with 
on several separate levels or thresh- 
olds of learning. To do this will 
require an acceleration. of public 
education efforts. When faced with 
decisions about individual cases, the 
public will require as much infor- 
mation as can realistically be pro- 
vided in order to exercise this 
understanding with intelligence and 
humanity. 8 


By Robert J. Golten, J.D. 


D. à criminal defendant 

or a juvenile delinquent is one 
thing—but how do you represent 
a person faced with commitment to 
à mental hospita]? For me, the 
answer to that question came s 
enough. 

It was a cold, bleak Fi 
morning in Washington a 
tended a Mental Health Commission 
hearing at St. Elizabeths, the largest 
mental hospital in the area, 

The D.C. Public Defender Serv- 
ice (PDS) had enlisted me to see 
what I could do to improve these 
hearings. For up until that time, 
there was little of what we lawyers 
call due process in the proceedings. 

Even though PDS had previously 
been given responsibility, under law, 
to provide counsel for mental pa- 
tients, the number of Cases to be 
handled soon reached avalanche 
Proportions. This volume, coupled 


oon 


ebruary 
$ I at. 


with limited. staff resources (one 
man), necessarily meant that many 
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patients received too little attention. 

As such, they were brought be- 
Te the commission panel with little 
notice and virtually no comprehen- 
sion of what was happening. There 
were admission Papers, and some- 
times hospital records, presented to 
panel members; sometimes the ward 
doctor would come over, if he wasn’t 
too busy, 


Evidence against a patient was 
usually hearsay, and 
often i 


fo 


Te Was no transcript 
the commission's 
Tecommendation 


d invariably ended 
up being “rubberstamped” by a re- 
viewing judge of the Federal 


District 
Court. 

This continued to be the case 
until a commit 


tee established by the 


began investigating these 
proceedings, Its wr 


an 


The response of the Public 
fender Service was to enlist E 
license me to go do what I Dui 
to make things better. I was told t wa 
I could, after a time, hire some ges 
lawyers, and a social worker. It de 
also suggested that I try to set up 
office at St. Elizabeths. > ds 

On this particular morning I pee 
given a batch of new cases by F 
commission chairman and directe 
to the wards, where my clients were 
waiting. 

The next three months were n: 
trying ones, as I was — 
around 20 to 25 new cases a ese 
Then three mornings each ee 
there were hearings, with seven t 
Sight patients appearing at ce 
hearing for a determination of the 
commitability, ie 
I would Spend my time dui s 
& Patients, trying to see the 
Octors, and calling their relatives- 
In short, I was trying to put together 
a social and medical history so 
to know more about each patien 
than did the Ward doctor. 

Initially, 1 found my role as 4 
lawyer unclear, Many of my col- 
leagues thought that I had no choice 


in 


but to accept the traditional role of | 


i 
Making waves in a 
medical sanctuary 
wasn't calculated to 
win friends,but that's 
what it took to influence 
the system and give 
| those faced with com- 
: mitment a fair shake. 
[sir] an advocate. However, I came to| 
reject that role and gravitate, in- | 
stead, to the posture of being the pa- 
tient's brother or de facto guardian. | 
l many cases, perhaps most, I was 
doing him no favors by urging 
flat-out release from the hospital. 
Many of my clients were not ready 
to resume a life in the community 
at the time I intersected their lives. 
Yet, I realized that hospitaliza- 
tion was generally no bonanza, no 
| matter how badly the patient needed 


help. The facility at that time was 
overloaded. The medical staff was 
comprised substantially of “old line” 
physicians, many of them foreign, 
who had been wedded to Saint 
Elizabeths for years. Consequently, | 
they held the view that if a long-| 
term institutional tie was a good 
thing for them, it was also good for 
their patients. | 

Fortunately, at this time also| 
there were 20 or 25 Public Health| 
Service doctors buzzing through the 
hospital on 1- or 2-year rotations, 
in lieu of military service. Most of 


continued 


the first stone ....... 


them had no special psychiatric 
training, but they learned about in- 
stitutional psychiatry in a short 
period of time. f 

They were placed on wards with 
up to 200 patients and told to do it. 
Doing it consisted usually of 
administering medicine—phenothia- 
zines, for the most part—and infre- 
quent psychotherapy with the oc- 
casional patient who was verbal and 
receptive. 

The hospital was a pretty dreary 
place. One or two of the 10 princi- 
pal services were decent enough, in 
terms of physical appointment and 
staffing. But many of the buildings 
dated back to the late Nineteenth 
Century and most were old, dirty, 
smelly, too hot or too cold, and 
generally demoralizing. 

While my clients may have 
needed to be off the street, there 
were few instances when I thought 
that I was advancing the cause by 
agreeing, in their behalf, to pro- 
longed hospitalization. 

So I found myself challenging not 
so much the legal process by which 
my clients were being brought and 
kept in the hospital, but rather the 
medical process to which they were 
being subjected while they were 
there. Sure, there were problems 
with the Mental Health Commis- 
sion, but there was a new chairman, 
who seemed amenable to many of 
the procedural changes that had 
been recommended by the Judicial 
Conference Committee, 

A new formal structure for the 
hearings evolved. For instance, the 
lawyer was given an opportunity to 
make an opening statement, to pre- 
sent evidence, and to cross-examine 
those testifying in favor of commit- 
ment. Moreover, the doctors started 
coming to the hearings, which now 
took place in a room, instead of the 
hospital corridors, There was even 
a court stenographer, with a tran- 
script prepared in all cases where 
commitment was recommended. We 
also began challenging in court 
some of the commitment recom- 
mendations—claiming that the evi- 
dence was incomplete, or that a 


recommendation for long term com- 
mitment was not supportable. 

As a result, the commitment rate 
began to fall off markedly—from 
over 600 recommended commit- 
ments to less than 300 within a 
year’s time. Still, the main problem 
was the apparent unresponsiveness 
of the medical institution to the 
needs of my clients; and its reaction 
to me, a lawyer, for asking “why.” 

I had never been in a public 
mental institution before. Conse- 
quently, I was not ready for what I 
saw, nor did I tolerate well what I 
was feeling. So part of my job was 
to inspire the medical institution to 
be more responsive, i.e., to pay 
more attention, to treat clients more 
humanly, to act with greater alacrity. 


ND so, we came to challenge the 
A doctors. Why haven’t you seen 
the patient more often? Why isn’t 
he getting less thorazine, not more? 
Why hasn’t your social worker been 
contacting local social agencies 
(foster homes, halfway houses, com- 
munity mental health centers) to set 
up an outpatient program? 

After 3 months of trying to curry 
credibility, hoping not to arouse too 
much antagonism, we hired another 
lawyer—a bright female law school 
graduate. Soon after, there occurred 
an incident marking the collision 
course that I had unwittingly set 
upon. 

Two psychiatrists sit on the Men- 
tal Health Commission for 3-month 
Periods. Then another pair takes 
their place for another 3 months. 

ere are a total of eight psychi- 
atrists and they rotate in four two- 
man teams during the year. The 
lawyer-chairman remains constant. 

There had been repeated clashes 
at commission hearings as I ques- 
tioned the nature of my clients’ 
treatment, their Prognosis, and the 
kind of outpatient planning that was 
song on. I felt that this was a 
legitimate part of my job. 


í e patients were, by and large, 
Orgotten by their l i 
Xa Md People back in 


of them were unsophisti- 


cated, all were indigent and, almost 
without exception, they were pretty 
sick. If I didn't ask the hard ques- 
tions, no one asked them. Am 

The Mental Health Commission 
doctors felt that they, together with 
the hospital staff, were the only 
friends the patients needed. They 
were in the healing business, they 
were taught to be concerned, their 
job was to do the right thing. What 
need was there for a lawyer, except 
to obstruct with legalisms and 
irrelevancies? 

On the other hand, I developed 
an exaggerated concern for what : 
perceived to be the arrogance o 
many of the doctors, including some 
on the commission. I felt they saw 
in my clients an intrusion, and in me 
the embodiment of the nit-picking 
lawyer. In fact, I cared little about 
the law, except as it afforded me E 
weapon to get better medical treat- 
ment for my clients. 

One day, after a fairly heated is 
change at the hearings, I receive i 
call from the chairman of the com 
mission telling me that the physi- 
cian-members had decided to resign. 
That is, they would not attend he 
hearings unless I agreed to turn ae 
my responsibilities to a new a 
lawyer and refrain from coming O 
to the hospital. cds 

I was bu at the intimita 
but my resistance to it would p D 
no hearings. So I stayed away 10 " 
week. Later on, we all were to S 
down at a conference table with a 
couple of other psychiatrists ae 
lawyers. But attempts to spell ae 
the problem, and conciliate the 
ferences, were unsuccessful. 

The basis for this rupture n 
never really articulated. But ^ 
strongly suspect it had pigs M 
do with a layman- myself io e 
stones at the medical sanctuary. kel 
exposure to which they and t ae 
medical colleagues were being SU : 
jected was embarrassing, sometimes 
humiliating. Further, the physician $ 
traditionally secure role as healer 
friend, and omnipotent judge Wa 
suddenly being challenged. The ex- 
perience was hard for them to take. 


re a while, the hospital, and 
the Mental Health Commission, 
became used to lawyers. In fact, 
doctors and other staff discovered 
they could talk to us. They also 
found out we were interested in the 
same things that they were—the pa- 
tient’s return to health, and an early 
departure from the hospital. As it 
turned out, we came to help each 
other. The result, of course, was a 
better pay-off for the patient: more 
attention, better treatment, quick 
release. 

One of the important by-products 
of our representation was to give 
patients the feeling that they were 
not helpless, that there was someone 
non-institutional in their corner, and 
that they had a lifeline to the out- 
side. While some medical personnel 
Viewed this as a disruption of their 
tie to, or dependence upon, Saint 
Elizabeths, it seemed to me our 
Presence served more therapeutic 
goals than it defeated. 

We opened up an office at the 
hospital, expanded our staff, took on 
a social worker, and began to take 
à look at the problems in the com- 
munity, as well as in the hospital. 
hs also helped expedite the release 
m patients (by helping to pro- 
E e community placements) and 

eveloped an effective liaison with 
a high hospital official. All in all, 
We were able to do things from out- 
side the bureaucracy that those 
Within it could not even attempt. 
á One such accomplishment was to 
ocument the local community Te- 
sources for mental health patients 
(community mental health centers, 
Praia treatment centers, drug 
et halfway houses for adoles- 
S, geriatric homes, etc.), and 
sala their adequacy. We noted 
i two-thirds of the patients could 
vbi if there were adequate 
munity facilities. 

The next step, and the most diffi- 
cult one, was to prevail on the re- 
Source allocators to provide more 
Community facilities. If they could 
do this, then Saint Elizabeths could 
gst on with the job it was supposed 
O be doing—treating the mentally 


ill, rather than acting as a custodial 
home for social miscreants. 

The state of institutional psychi- 
atry in the District of Columbia is 
probably better than it is in most 
places in the country. Saint Eliza- 
beths has always been recognized as 
a national model for public mental 
hospitals. And the law regarding 
psychiatric issues is more sophisti- 
cated here than anywhere else. We 
also enjoy an activist Court of Ap- 
peals led by Chief Judge David 
Bazelon. 

Nonetheless, it seemed to me that 
the commitment law here was full 
of infirmity, perhaps of a Constitu- 
tional dimension. My clients were 
being subjected to involuntary com- 
mitment, sometimes for very long 
periods, upon a mere showing that 
they were ill, though the statute also 
required a finding that they were 
likely to injure themselves or others. 


HIS was an amorflous concept that 
meant something different to 
every person who tried to apply it. 
In fact, the element of dangerous- 
ness Was customarily inferred from 
the fact of illness. The patient was 
held 3 to 4 weeks, without any kind 
of preliminary hearing, on the basis 
of a psychiatric certification. 

At the hearing, the burden of 
proof on the government's part was 
substantially lesser than would be 
true in à criminal case. In fact, it 
could be satisfied by a lot of hearsay 
from à psychiatrist who would 
testify as to the patient's history 
based on what he heard from family 
members and/or the ward personnel. 

Then there were serious problems 
with the privilege against self-in- 
crimination— patients’ confidential 
relationships with their psychiatrists 
were turned against them at the time 
of the hearing. Often, the patient 
was called on to say something and 
his incoherent responses were used 
as a basis for commitment. But most 
distressing Was the fact that the 
standard for commitment was vague. 
Almost anybody who behaved 
peculiarly could qualify. 


In one case, in particular, we 
put these important issues to the 
Court of Appeals—whether e the 
statute was overly vague and per- 
mitted the incarceration of virtually 
anyone sick, e dangerousness could 
be predicted with any degree of 
probability, especially with respect 
to someone who had no history of 
prior dangerous conduct, and e the 
government shouldn't be held to a 
stricter burden of proof. However, 
it is difficult to get these issues re- 
solved at an appellate level, because 
the time lag between the origin ofa 
case and its resolution by the Court 
is usually long enough to permit the 
release of the patient. 

Surprisingly, there arent many 
mental health cases that get resolved 
at the appellate level. Although 
there are thousands of involuntary 
commitment cases each year, Very 
few of them challenge either the 
procedure or the substance of the 
process. And to my knowledge, not 
one civil commitment case has ever 
been ruled on by the United States 
Supreme Court. Still, in the last 
couple of years two major opinions 
have been handed down—Wyait v. 
Stickney in an Alabama Federal 
District Court, concerning a major 
right to treatment issue; and Lessard 
v. Schmidt, a recent case in a Wis- 
consin Federal District Court in- 
volving commitment procedures in 
that state. 

As more lawyers filter into the 
commitment process, particularly 
where they can establish a base of 
operations physically in a mental 
institution (as we were able to do), 
adjustments will be made. Patients 
will get better representation, atten- 
tion and treatment, and they will be 
released. from the hospital earlier. 

Of course, all of this will not be 
without friction—at least in the be- 
ginning—between the doctors who 
are suddenly confronted, and the 
lawyers who are suddenly confront- 
ing them. But out of such turmoil 
and conflict will come readjustment 
and, finally, improvement. Tn short, 
the days of business as usual will 


be coming to an end. E 
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Unless a realistic approach to services is taken, 


the ideal of community mental health for children could end ! 


HE sensitivity of the Seventies 

has awakened us to the mental 
health needs of all children, not just 
a limited and select middle class but 
hundreds of thousands who have 
never had the remotest access to 
child psychiatric services. This calls 
for a tremendous expansion of serv- 
ices, in quantity and variety. . 

However, among these services— 
in areas where needs are great and 
interactions highly subjective, where 
there are many variables and the 
results difficult to evaluate—it 1$ 
easy to go astray, even in the long 
term. This is the exact situation 
child mental health programs find 
themselves in today. 

Consider the question of sex edu- 
cation in the public schools. Many 
of us have seen how some ame 
have wishfully adopted a package o 
literal and factual approaches to sex 
education as though this were the 
essence of what goes into develop- 
ing sexual attitudes. How long will 
it take before we determine how 
much of this was realistic? 

Then there is the anticipatory 
Suspicion of any program that E 
individually oriented, and the ap 
foregone approval of efforts tha 
Speak in terms of large numbers. 
Thus, a classroom consultative ap- 
Proach with teachers is accepted 
With little question, while just 2$ 
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appropriately indicated individual 
consultative services encounter criti- 
cism. We must be wary to never 
reach the point where a simple an- 
oem such as “50,000 chil- 
e are getting the Hickel-Dickel 
in Didactic Improvement Se- 
right comes a value in its own 
i umbers are important, but 
nust not be seduced by numbers 
alone, 
(S p a corollary, programs leading 
md immediate and tangible 
areca are _highlighted; whereas, 
oine UNE ones lacking con- 
We Ous results are less favored. 
that certainly can admire the fact 
ns pene feats quality skills and 
a ny can be given to larger 
ie ers of children, and that these 
SE auior, easily demonstrable re- 
should owever, all child psychiatry 
eee not be equated with mass 
Cate methods of Big Business, 
hate ly when we run the risk of 
‘ud ituting quantity for our best 
sien of what constitutes quality. 
iam ar area of confusion origi- 
dei the interplay between broad 
ual ips tural problems and individ- 
[ica eps health and illness. This 
liti has always existed, and its 
by d has long been recognized 
Some id psychiatry. However, in 
deficie communities environmental 
om and stresses are of a 
tute a p and magnitude to consti- 
m undamental limiting factor 1n 
ental health. 
es living in our depressed 
unities utilize the same men- 


tal mechanisms as other children. 
But sociocultural factors may be 
so overwhelming in their effect 
on the child's development and 
functioning that they submerge con- 
sideration of anything else. Large 
segments of our child population 
are burdened by broken homes, de- 
ficiencies in mothering, nutrition, 
housing, and adequate educational 
opportunity, just to name a few. 


HERE is no question that these 
T are important in the child 
mental health of the socially and 
economically disadvantaged—stag- 
gering, in terms of numbers of chil- 
dren and quantities of mental misery. 
There is also no question whether 
child psychiatry can ever hope to 
change all this, or has the primary 
responsibility for this vast environ- 
mental area. It is, after all, a socio- 
economic and political problem. 

Mental health teams can point up 
ding reform, and can even 
endations to appropri- 
for remedying weak- 
they cannot identify 
he solution to these 
problems. Playing a part in the nec- 
essary reform simply lies beyond 
the primary domain of the child 
psychiatrist. 

Further, 


areas nee 
make recomm 
ate agencies 
nesses. But 
themselves as t 


while child psychiatry 
and the mental health team can per- 
form many useful services within 
the limitations indicated, there is a 
still greater pitfall. For instance, 
the massive “shotgun” approaches, 


WISH or 
REALITY 


aimed at filling vast voids in the 
lives of large numbers of disad- 
vantaged children, are bound to 
achieve early and easily demonstra- 
ble changes. This is true whether the 
void be in nutrition, the attention of 
an interested person, pleasant and 
uncrowded circumstances, or an Op- 
portunity for ventilation of long 
suppressed fears. Such benefits are 
not to be minimized, but rather to 
be encouraged. 

For example, a group of develop- 
mentally deprived 4-year-olds can 
show remarkable social, emotional 
and cognitive development in a short 
period of time, given the opportunity 
for stimulating interaction and play 
with a specific play teacher. A class 
of disruptive and uncooperative 6th 
graders may be helped to a more 
willing, and even enthusiastic, par- 
ticipation in an exciting class proj- 
ect, with an interested, innovative 
and creative teacher fully supported 
by his superiors. 

The pitfall, however, is that many 
of the problems requiring such 
individual assessment and manage- 
ment will be placed in an either/or 
relation to mass approaches and be- 
come excluded from their important 
position in the total child psychiatry 
responsibility. In a group of pre- 
delinquents, one child's problem 
may derive from specific perceptual- 
motor problems and reading dis- 
ability, another from severe guilt 
reactions, and another from great 
internal anxiety. If the group is 
large, a significant number may 


continued 
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continued 


î ied in every case. 
It's more wish than reality to insist that only one kind of treatment can be applied in 


benefit from the Shotgun approach 
and, perhaps, even the three children 
themselves may benefit partly. But 
their basic difficulties still deserve 
skillful specialized attention. 

The inclination to use ampheta- 
mines or Ritalin for all hyperactive 
Children is yet another instance of 
this temptation to use Shotgun ap- 
proaches. Admittedly, many chil- 
dren probably achieve symptomatic 
relief, but this is not a substitute for 
those in whom the problem is, say, 
overstimulation, intrapsychic anxi- 
ety, excessive restriction, an acute 
environmental stress, or even hyper- 
thyroidism, 

Consequently, When we deal with 
the unfortunate inner city poverty 
populations, we cannot afford to 
spend money and energy only in 
those directions that are most Te- 
warding in numb 
forget about s 


lectually well- 
those with co 
would attend to t 


endowed and ignore the handi- 
capped. 


Another Seductive trend is the 
glorification of extrapsychic environ- 
mentally induced Problems to the 
Point where the term intrapsychic 
has become a dirty word among 
Some community menta] health ad- 
vocates. Take, for example, a school- 
age child who is acutely frightened 
of the dark. If we turn on a light, 
the darkness disappears and he may 


no longer be afraid. Another young- 
Ster is terrified to be left alone. If 
we readjust the family style so some- 
one is always with him, that fear 
may disappear. Still other children 
Scream in frustration, but if we 
bribe them, they may stop. 


OME individuals deal with all 
S Problems at this extrapsychic 
level. However, if a more funda- 
mental intrapsychic problem is ac- 
counting for them, these difficulties 
Will still remain and continue to 
influence Subsequent life adjustment 
in one form or another. True, every 
child who shows a fleeting fear or 
frustration does not necessarily re- 
quire specific individual treatment, 
but neither does it mean that every 
Problem should be dealt with symp- 
tomatically and palliatively, 

hoice of Specific treatment 
methods, whether symptomatic or 
depth therapy, requires thoughtful 
Consideration. It is more wish than 
Teality to insist that only one kind 
of treatment Or school of thought 
can be applied equally to all clinical 
problems, because behavior 
tive in getting the 
tion of a state in- 


Such wishful pur- 
Serves to reinforce the 
for Opportunistic orien- 


lations. On the other hand, if each 


n 
step is reviewed carefully, Kea aes 
answer some of these ae 
about treatment needs, ede 
goals and results in dealing w 
community of children. kind 

Informed intervention of sm o 
requires a commitment to vs Mere 
how the mind works. Merten 
is no complete psychologica etd 
totally applicable to all of iun piy- 
it does appear that Freu in aod 
choanalytic theory offers unge 
comprehensive scope and is ad 
potential for further expans! ely un- 
adaptation to new and ae sid 
developed clinical areas an 

t methods. rs 
ox several points, there (qii 
to be some general s 5 pb 
child community mental healt tie 
grams, preventive or dd al? 
These are the importance © aioe 
involvement in the child’s se i 
ment and problem; the ne sihi 
follow-up and continuity of "m 'dis- 
value of 人 
rupting the Supporting A tatis 
the child's life in his home M satel 
munity; the availability VP affec- 
spectrum of services; and t hüdren 
tive approach to iub d c 
needing help as possible. n 

Add te this the all-important a 
tinuing respect for the in appro- 
child and specific treatment i 
Priate to his needs, and toe are 
have no regrets. For if our Ia 
wide open and have been t vw dif- 
from the start, we can see t di 
ference between a SEQUI 
and a carefully reinforced ideal. 


Life's a short summer—man a flower; 
He dies—alas! how soon he dies! 
— SAMUEL JOHNSON 


the summer of the poor 


og 
d 
| 
X 


Who are those people? Those are the "they" in our 
ever-present we/they unequation. Old and young, they 
are sometimes black, sometimes brown or red, often 


but mostly an undistinguished drab. And, in our 
ven them a 


white, 
unrelenting need to label, we have even gi 


name: "The Disadvantaged." 


Come! Let us walk through the summer with them. Ours is 
a summer of sun and fun, cluttered by happy chilidren 
out of school. But what of the summer of the 

poor? Summer heot sears their lives as the sun, 

like a naked bulb, hangs overhead. They fester among 
the rubble of a "humane" society, waiting for the 

whim of a program to touch them. 


ere, no backyard suburban 


There are no pools h 
untry, mountains or 


barbeques, no long drives to the co 
beaches. No, there is only stench and despair and 


degradation. And, of course, the ever-present label: 


"The Disadvantaged.” 


Why? Are the consumption needs of the “haves” so 


great that we cannot share more of life with the 
“have nots”? Do we need to assign them a status label 
in order to preserve our own? Surely our love of 


mankind has wider boundaries than that. 


These are people, individuals, waiting in the summer of 


their lives for relief which never comes. What runs 
through their minds? What happens to their mental 
health while we seek to find our own? Perhaps some new 


Fall appropriation will buy a new program for 

the poor. Probably not! 

Who are those people? Certainly they are not us. After 
all, we are only our “brother's” keeper. 


Bill Perry, Jr. 


By Raquel Cohen, M.D. 


TWO 
FOR 
ONE 


AN the teacher and the mental 

health therapist cooperate and 
work together in today's schools? 
They can, if both focus on the one 
goal of contributing, simultaneously, 
to the intellectual and personality 
development of children. 

For such collaboration to have 
any potential for success, the mental 
health professional must first have 
a clear concept of the school system. 
He must not only be aware of the 
phenomenology that has developed 
in the schools as the result of appli- 
cation of specific principles, but also 
of the dynamic forces coming from 
this system, and even the commu- 
nity, that work on school profes- 
sionals. 

Such forces greatly influence the 
forming of the school’s goals, and 
are a key in defining the modalities 
of work and much of the moral atti- 
tude and philosophy of teachers. 
Unless the mental health profes- 
sional is aware of these areas of 
concern, he will be at a loss to dis- 
cern what the school represents in 
the community. continued 
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TWO ....... 


A new role for the mental health professional... 


Moreover, he must make some 
important decisions about his role. 
As a collaborative co-professional, 
the therapist may be a consultant 
who offers his expertise upon re- 
quest but is not involved in ongoing 
treatment, or he may participate 
more actively and continuously and 
assume responsibility when pertinent 
and indicated. 

This role is a new and evolv- 
ing one. In it, the mental health 
professional is viewed as part of an 
ongoing activity, continuously shar- 
ing knowledge, responsibility, and 
Support in the interest of the School. 
As such, he must be aware that his 
intervention, no matter how minor, 
has a ripple effect on the total sys- 
tem. In other Words, his activities 
can open up possibilities for either 
Success or error on a number of 
parallel levels within the System. 

Another important consideration 
before the mental health profes- 
sional can Successfully work with 
teachers is for him to be aware of 
the differences in goals, value Sys- 
tems, and frameworks of reference 
that contribute to coordination prob- 
lems between teachers and mental 
health professionals. In this respect, 
he must be able to identify, in part, 
with the task responsibility of teach. 
ers, who are directed by law to take 
the responsibility of educating the 
children in the community on a daily 
basis. 

For instance, the mental health 
Worker should realize that the 
teacher must face her 20 to 30 chil- 
dren 5 days a week—no matter what 
her own emotional state is, no mat- 
ter how tired, sick, listless, or bored 
the children are. She is subjected to 
the authority of supervisory teachers 
and often-restrictive administrative 
policies, and customarily earns an 
inadequate salary. It's quite a con- 


trast to most mental health profes- 
sionals, who see children at their 
will within the confines of an Office, 
without rules, with lollipops on their 
desks and toys on their walls. 


O this role differentiation also 
T must be added the differences 
between individual mental health 
workers and teachers in terms of 
their own political, ethnic, socio- 
economic, and religious back- 
grounds. Consequently, to proceed 
smoothly, many issues on both sides 
must first be worked through. 

The school's administrative struc- 
ture also has a direct bearing on the 
way in which a mental health pro- 
fessional is-accepted as collaborator, 
Many times the best of Principals 
and the best of teachers attempting 
collaboration with mental health 
Professionals are hampered in their 
efforts, because the administrative 
Structure makes it impossible to de- 
velop particular Programs within 


the idea was dropped. 


happens, the mental 
sionals involved are 
Strated and suffer from 


into it. 

It is important that the mental 
health worker tailor his aims to fit 
the level the school is at. Here, there 
is a need to conceptualize the 
school’s need, the level of sophisti- 
cation in the administration's con- 
cerns for the mental health of the 
children, and the understanding they 
have of the way they would like to 
collaborate with mental health 
Workers. 

Needs in this area can range from 
helping children who are seriously 
emotionally ill and cannot learn, to 
training teachers to deal with large 
groups of children. In any case, 
Workers should be sensitive to the 
degree of responsibility that the 
School is able to delegate and accept 
comfortably. h 

At that point, lets consider the 
techniques that mental health pro- 
fessionals can employ within the co- 
Professional collaborative role. 

First, it is essential for the thera- 
pist to realize that, of all the profes- 
sional staff in a school, the teacher 
has the most constant contact with 
students and, thus, has the greatest 
potential to effect beneficial change. 
Many teachers come to the class- 
room with little experience with 
children who have disorganized and 
weak egos. Therefore, one important 
area of collaboration for the mental 
health worker can involve sharing 
his knowledge of ego development, 
Le. showing which classroom activi- 
ties promote increasing ego organi- 
Zation. 

The principles of child psychol- 
O£y, special education, and group 
dynamics can even be made a part 
Of the teacher's approach to her 
Pupils. For example, she can be 
helped to develop specific skills for 
Communication with individual chil- 
dren so that they are not confused 


bp 


and a good opportunity to bring about change 


by distortions, thus allowing her to 
carry out effective educational proj- 
ects. The hope here is for the teacher 
to build up a repertoire of tech- 
niques for working with emotionally 
disturbed children within the regular 
classroom. 


D collaborating with the teacher, 
, the mental health specialist both 
discusses and advises, and also par- 
ticipates in implementing programs 
"e Shares the responsibility to re- 
Olve problem situations. As such, 
vind sit in the classroom and par- 
i € in some activities, take part 
is paca Session with the child and 
office mily in an administrator's 
hia. or counsel the family and the 
cone E his own clinic and then 
oft o the school to discuss care 
€ child in the classroom. 
In yocp technique is consultation. 
ines stanen educators can in- 
ealth n communicate with mental 
NE MS when they are 
Problem ifficulty with some work 
piper that may be within the 
fessional of the mental health pro- 
ike Sibh S expertise. Again, it should 
ing me vods that, when establish- 
individual tation relationships with 
s nus ^ the same sensitivity to 
quential evel process and the same 
is. Steps should be followed 
CO dbi p in collaboration. 

Which c isa third means by 
enefit 2 child may receive the full 
€ Offer i the services that can 
Within 二 to him. For example. 
Occasions. school there are many 
cial s When children need spe- 
Schools es that clash with a 
Cases, Sind and tradition. In such 
h recom, al health professionals 
Which Mend different settings in 
unctio, articular children might 
etter; in this way, indi- 


se 


vidual arrangements can be worked 
out. On these occasions mental 
health consultants work with ad- 
ministrators whose job it is to form 
the groups and design the programs 
within the school. 

In the area of coordination with 
outside agencies, the aim is to de- 
velop a comprehensive program that 
will provide follow-through within 
the health, welfare, and education 
areas. Such liaison techniques have 
special relevance for low-socioeco- 
nomic groups whose differing needs 
generally are not met by the frag- 
mented and often nonassociated net- 
work of services in most communi- 
ties. 

The mental health professional 
should try hard to promote and, 
where possible, establish working 
relationships among these various 
agencies and between them and the 
school. He should attempt to reach 
as many outside resources in the 
possible—hospitals, welfare 
agencies, offices of community legal 
services, recreation centers, police 
hierarchies, courts, mental health 
clinics—and inform school person- 
nel about these services. 

Such coordination can bring op- 
group meetings and 
discussion among individuals from 
the school and the outside resource 
agencies, as well as a sharing of 
responsibility by departments within 
a school that may not have worked 
together in the past. In turn, this 
affords the mental health profes- 
sional the opportunity to work with 
both educational and consultative 
techniques. e. 

This being the Cc ! 
No the future hold? For one mng 
the issues and problems broug ; 
about by the disruptive behavior o 
emotionally distu rbed children within 
the school system are becoming ral- 


area as 


portunities for 


se, what then 


lying points for large groups of par- 
ents in the core urban communities. 
Leadership of these groups is emerg- 
ing in the form of parents who are 
becoming cognizant of new mental 
health programs, while participating 
as aides or paraprofessionals in 
community mental health centers. 


I work in mental health 
or antipoverty programs, they 
are recognizing that the situation in 
schools is acute and demands more 
cooperative programs between pro- 
fessionals concerned with these 
problems. They are also learning to 
use legal aid services and the judicial 
channels to obtain better services 
for children who are emotionally 
disturbed or mentally retarded. 

Such stresses suggest that, in the 
future, the mental health profes- 
sional is going to be placed in the 
position of becoming a mediator 
between the overloaded, under- 
staffed, and underbudgeted school 
systems and the frustrated and long- 
suffering, but immediately powerful, 
parents. 

This will necessitate expensive 
and sophisticated personnel as well 
as continued re-evaluation of the 
conditions in the community and 
the educational system that affect 
children in both good and detri- 
mental ways. 

The mental health professional in 
the school system has the oppor- 
tunity to bring about change for the 
better by involving school personnel 
and relevant community agencies in 
mental health programs. If this can 
be done, a significant amount of 
potential emotional disturbance and 
mental illness in children can be 
avoided or ameliorated. And the 
schools can go forward with their 


main task—educating. 8 


CROSS this country children are 
A still without education. De- 
Spite its fundamental importance, 
countless numbers of American chil- 
dren are excluded from the very 
schooling that 48 states deem so 
important as to make compulsory 
for 10 years of every child's life. 

But who are these School-ex- 
cluded children? They are the slow 
Gregorys, suspected of being men- 
tally retarded, who are indefinitely 
Suspended for alleged disciplinary 
infractions; whose parents are told 
to wait for a call from the principal 
when our school has a small class 
for your child. 

They are the emotionally troubled 
Duanes who are shunted from one 
Custodial institution to another, 
while the public school system re- 
fuses to create Special educational 
Programs to serve them. 

And they are the Janices 
So profoundly handicapped that 
Public schools deny them admission 
to suitable learning Programs (or to 
any program), leaving harassed par- 
ents with the crue] dilemma of 
either institutionalizing their child 
Or bearing the burdens of 24-hours- 
a-day, 7-days-a-week care, 

When such Parents are unaided 
by community agencies or lack 
funds to obtain private Care, the 
State imposes upon both child and 
parent a virtual house arrest. Often, 
the only remaining option left to 
these parents is to commit their 
child to a public institution, Yet; 


in too many of these institutions 
sorely overcrowded, 


A visit to custodi 
for the mentally disa 
harsh array of sights 


al institutions 
bled reveals a 
» Sounds, and 
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smells. Many of the abuses have 
been chronicled in the Wyatt v. 
Stickney case (Right to Treatment, 
Summer 1972 MH). 

During discovery proceedings at 
Alabama's Partlow State School, for 
example, I saw a teenage boy in a 
Strip-cell, mute and naked, who had 
been kept in nearly continuous iso- 
lation for the preceding 5 years be- 
cause behavior modification pro- 
grams were unavailable, 

Perhaps no sight is crueler than 
the unnecessary infliction of pain 
upon a young child. Yet, in the 
basement of one of Partlow’s dor- 
mitories, an experimental program 
Was conducted in which untrained 
attendants administered jolts from 
cattle prods to the misbehaving. The 
faces of the children confined to that 
Ward cannot be forgotten, nor can 
the inhumanity of their confine- 


“ HUMAN 


judge called it a human 
tragedy, unbelievable as it is in 

- the richest country on earth. 
Most sadly, it is a tragedy which, 
given the necessary commitments by 
this country's educational bureauc- 
Tacy, could be avoided. 

In May 1971, the then United 
States Commissioner of Education, 
Dr. Sidney Marland, acknowledged 
that six out of every 10 handicapped 
children in this Country fail to re- 
ceive needed special educational 


Services, Commissioner Marland 
Went on to declare: 


The right o 
to the spec 
is as basic 


potential and attain re- 
Satisfying lives. 


Yet, at almost the same time the 
Commissioner was attempting to set 
in motion reforms for future gener- 
ations of school children, HEW- 
supported researchers were calling 
attention to the massive denial of 
the Constitutional rights of this pres- 
ent generation of exceptional chil- 
dren. 

These educational experts found 
that through legal, quasi-legal and 
extra-legal devices or through pont 
thy, schools cause, encourage an 
welcome the lack of attendance in 
school of millions of wed 
youngsters, Such activity by the e ; 
ucational system serves as a — 
Of civil rights as massive as t s 
Separate school system maintaine 
by law in prior years. 

Es hike rulings, Federal 
courts in Pennsylvania and the Pe 
trict of Columbia recognized 
these were denials of present lega 
rights and, as such, framed decrees 
that now require educational serv- 
ices for children heretofore ex- 
cluded. 


TRAGEDY 


In the District of Columbia case 
(Mills v. Board of Education), the 
timetables for delivery of such serv- 
ices were, indeed, strict. For in- 
stance, within 30 days of the judg- 
ment's entry, defendants were to 
provide each previously identified 
member of the plaintiff class with a 
publicly supported education. For 
children subsequently identified by 
defendants (extensive media out- 
reach having been ordered), an ad- 
ditional 20-day period was allotted 
for purposes of making an educa- 
tional evaluation and placement pro- 

osal. 

á Each parent or guardian of a 
Plaintiff child then would receive a 
notice stating that such child has the 
right to receive a free educational 
assessment and to be placed in a 
Publicly-supported education suited 
to his needs. Thereafter, a second 


ANOTHER VIEW ON THE HANDICAPPED CHILD'S RIGHT TO EDUCATION 


notice would be forwarded to the 
parent or guardian advising him of 
defendants’ proposal for his child's 
placement in an educational pro- 
gram, including compensatory edu- 
cational services where required, 
and of the parent's right to object 
to such proposal and to have that 
Objection heard by an independent 
hearing officer. 

As to any child thought by any 
defendant, parent or guardian to be 
In need of a program of special ed- 
ucation, such child shall neither be 
Placed in, transferred from or to, 
nor denied placement in such pro- 
Sram unless defendants first notify 
the parents of the proposed place- 
id the underlying reasons, and of 

eir right to a hearing. 

The Mills decree, by IN 
Tequiring similar procedural safe- 
E i for disciplinary suspension, 
Pec a loophole through which 
m exceptional children had been 
i ved from school. No suspen- 
Wer us be continued for longer 
alis t School days from the date 
ires caring. Then, too, the child's 
iss Nip is responsible for insuring 
ct a or she receives some form 

eee iie _ assistance and/or 
ires stic examinations during the 
a period. To oversee the 
fetal mentation of all this, the Court 
ned jurisdiction. 
a this decree was entered, the 
children of District of Columbia 
sn si enrolled in special educa- 
campai grams has doubled. Media 
Sch to reach the parents of 
sie children have been con- 
Bitur 2 hearing procedures for 
eris Mone anc with their chil- 
een ini ducational placement have 
Itiated, 
feach aj o the District's efforts to 
effective : andicapped children with 
of the ‘are still fall far short 

B adi al. Coordination between 
reaucracj ational and welfare bu- 
ices F les in the provision of serv- 

the handicapped remains 


P 


woefully deficient. However, the sys- 
tem's basic commitment to educate 
all children has been firmly fixed as 
a matter of law, and parent orga- 
nizations are hopeful that it will en- 
able them to lever more appropriate 
levels of special education funding 
from Congress and the District gov- 
ernment. 

The arguments advanced in Mills, 
as well as the Pennsylvania case 
(Pennsylvania Association for Re- 
tarded Children v. Pennsylvania) 
relied heavily upon the due process 
and equal protection guarantees of 
the Fourteenth Amendment. Be- 
cause state and local governments 
have undertaken to provide a free 
public education to all their school- 
age children, it cannot deny the 
benefits of education to hard-to- 
handle children without breaching 
these guarantees. T i IS 

Education, as 
the United States Supreme Court 
emphasized in Brown v. Board of 
Education, is a right of unique im- 
portance in our society: 


Today education is perhaps the 
most important function of state 
and local governments. Compul- 
sory school "attendance laws and 
the great expenditures for educa- 
tion both demonstrate our recog- 
nition of the importance of edu- 
cation to our democratic society. 
It is required in the performance 
of our most basic public respon- 
sibilities, even service in the 
armed forces. It is the very foun- 
dation of good citizenship. Today 
it is a principal instrument in 
awakening the child to cultural 
values, in preparing him for later 
professional training, and in help- 
ing him to adjust normally to his 


environment. 


These goals pertain with even 
reater force to mentally ill, re- 
tarded, handicapped, or otherwise 
disadvantaged children. Without a 
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well-planned and structured educa- 
tion, these children, unlike others, 
may never learn and, thus, develop 
the skills to function in society. 
This, in turn, places them in jeop- 
ardy of institutionalization, loss of 
liberty, and even loss of life. 
Furthermore, non-education of the 
handicapped is enormously costly. 
For the child, it means irretrievable 
learning losses and emotional dis- 
tress. For the parent, it imposes a 
responsibility to make alternative 
custodial or educational arrange- 
ments that can result in anxiety and 
financial hardship. For the state, be- 
sides frustrating the aim and integ- 
rity of its educational responsibilities 
and its duty to guarantee the right 


SOCIETY 


to the pursuit of happiness, it re- 
sults in great and unnecessary costs 
of continued institutionalization. 

But effective and genuine child 
advocacy does not end with court 
victories alone. It will take mecha- 
nisms for funding, monitoring, and 
enforcement if new law is to be im- 
plemented on the back wards and in 
the classrooms of America. And for 
this, Congress and the Executive 
Branch must bear some responsi- 
bility. m 
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ITIZEN participation in health and 
| oie health programs in the 
United States is not a new phenom- 
enon. For decades, major health in- 
Stitutions in this country have had 
boards of directors Or boards of 
trustees, and many state and local 
health departments have been re- 
Sponsible to boards of health. There 
are even similarities between current 
attempts at locally based health serv- 
ices that include citizen participa- 
tion, and experiments with similar 
methods of health care delivery dur- 
ing the 1920s. 

However, during the 1960s the 
Style of citi 
identity 
participating changed dramati 
Through Programs of 
Foundation, the Mobilization for 
Youth Projects, President Kennedy’s 
Commission On Juvenile Delin- 
quency—-all culminating in the Of- 


fice of Opportunity 


n Poverty 
d out with 


Community Mental 
Maryland State Depa 
and Mental Hygiene, 
Acknowledgment is made to the NAMH 
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maximum feasible Participation of 
the residents of the areas and mem- 
bers of the groups served. 

Although the results of this par- 
ticipation were far from satisfactory 
to Federal, State, and local Officials, 
a good deal of subsequent legislation 


in the areas of health, education, 
and welfare has contained similar 
Stipulations. Further, many states 
have empowered their local subdivi- 
sions to establish citizen health and 
mental health committees in each lo- 
cal area, Thus, both legislation and 
the intensity with which consumer 
Participation has occurred in human 
Service programs during the past 
decade Suggest that more and more 
non-professional individuals will 
Seek a voice in decision making. 


Citizens to 


general goals can be 
added other more specific ones that 
deal With the issue of health care 
delivery, Some authors*# feel the 
inclusion of consumers in the plan- 
ning and decision making that af- 


fects this delivery would help health 
care providers to identify the n 
cific needs of the population served. 
Furthermore, consumers would also 
be able to identify for providers ie 
important psychological and ei 
logical factors that surround an 

fluence those needs. Y f uds 

Another major criticism o se 
rent health and mental health bier 
ices has been that they are RUM 
and operated more for the rs "ix 
ience of the providers than s 
recipients of the services. 2d 
Some writers feel that health ie 
mental health services can be ma e 
more accountable and responsive by 
the inclusion of consumers in the 
decisions about organization and de- 
livery of those services. 

Aute aspect of current prob- 
lems in health care delivery is that 
many poor people are unaware S 
currently existing health and menta 
health services. Moreover, when 
consumers are informed about serv- 
ices that exist, many are confused 
by the bureaucracy that often sur- 
rounds these services, and are at a 
loss to know how to use them ap- 
propriately. Hopefully, citizen par- 
ticipation in the planning and ps 
livery of health care services wi 
help educate and inform a given 
population so that it will know what 
is available. As a result, there should 
be more effective utilization of 
health services, 


* Camille Turner’s review is entitled The 
Citizen Participant in the Mental Health 
Center: A Research Proposal (Eastern 
Pennsylvania Psychiatric Institute, Phila- 
delphia, Pa., 1972). 


An examination of 
citizen participation 
in the planning and 
delivery of health 
care services 


Bp 745 By Gerard J. Hunt, Ph.D. 
This feeling was expressed in a BI 
1972 NIMH Health Pac Evaluation 


of Community Mental Health Cen- 
ters and by Ann Stokes, David 
Banta and Samuel Putnam in the 
September 1972 issue of the Amer- 
ican Journal of Public Health. 

In short, citizen participation has 
been seen as a right of all people in 
Society; a mechanism for bringing 
àbout desired social change; and a 
Way of improving the psychological 
well-being of the poor. Further, 
Some authors feel that by involving 
Citizens in decisions about their 
health care services, their needs will 
be more clearly focused and the 
Services offered to them will be more 

exible, responsive, and account- 

able. Finally, it is hoped that 
through citizen participation con- 
Sumers will know how to use these 
Services appropriately. 

Owever, when citizen groups 
are established, these goals, which 
represent the hopes of individuals 
and groups that have been involved 
n citizen participation, are seldom 
Made explicit. And the groups are 
Seldom given adequate instruction, 
Preparation, and training for carry- 
'ng them out. To date, there is little 
Smpirical evidence that either the 
goals or hopes have been realized. 


continued 


* 
"m Among these are W, C. Haggstrom in 
ental Health of the Poor (Reissman, 
i964? and Pearl, eds. The Free Press, 
tal ); Jack Geiger in Poverty and Men- 
Glu Health (Greenblatt, Emory and 
daa €ds. American Psychiatric Asso- 
1967," Psychiatric Reports, No. 21, 
and " and L. D. Ozarin, S. Feldman. 
of Psy Spanner in The American Journal 
Sychiatry, 88-92, (1971). 
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TYPES OF PARTICIPATION. One of 
the difficulties in investigating citi- 
zen participation springs from un- 
certainty about the terms that are 
used, and the relation of these to 
the actual process or events being 
reported. For that reason, I would 
like to make one general clarifica- 
tion at the outset: the terms citizen 
and consumer are not interchange- 
able. 

In one sense, each of us is a citi- 
zen of this country with full rights 
to participate in political Processes. 
Professionals and Providers of health 
Care are citizens as much as the poor 
and disadvantaged are. 

The term consumer has a different 
Meaning. In the Present context, it 
refers to people who may use a par- 
ticular health or mental health fa- 
cility. In the case of a public health 
facility, the consumers are often the 
Poor and members of racial and cul- 
tural minority groups. Traditionally, 
these persons have not participated 
in decisions about the i 


usually arise 


Participates in the group 
and, second, how much real control 
Or power does the group have. 
Traditionally, Control of health 
programs has the prerogative 
of the Professionals 


Over 


ams. This control 
might appropriately be based pri- 
Pective expertise 


and the functions that each might 


fulfill. For example, a board com- 
posed of professional, elite, and 
poor members might ask the repre- 
sentative of the poor to be respon- 
sible for identifying needs and estab- 
lishing priorities in meeting those 
needs. Concurrently, the elite mem- 
bers of the board might take respon- 
sibility for developing financial, po- 
litical, and social support within the 
community, while the professionals 
accept primary responsibility for the 
actual delivery of health care. 

Two cautions form an appropri- 
ate conclusion to these comments on 
the types of citizen participation. 
First, there Seems to be no single 
Correct form of citizen involvement. 
Patterns of participation that seem 
to fit well in one set of social circum- 
Stances may cause conflict in an- 
Other. Second, consultation and 
communication with members of 
the community for whom a health 
Service is being planned are essential 
for its success. Flexibility is also 
needed. The rigid application of a 
health care delivery model in the 
face of other, more Pressing com- 
munity problems may simply cause 
conflict and Possibly result in the 
complete disruption of Services. 


PROBLEMS OF 
attempting 
Participation i 
health Progra 
in terms of a 
for power and 


control over re- 
Sources. Citizen 


participation is often 


power and control of resources, and 
how that power will be used. It is 
difficult to imagine people being 
able to join together to work on a 
common task until these issues are 
settled. 

There seem to be at least four 

sets of negotiations for power and 
control that occur simultaneously 
around citizen groups. These are 
9 negotiations between providers of 
health services; e negotiations be- 
tween citizens and providers _ of 
health services; @ negotiations with- 
in citizen groups; and © negotiations 
between citizen groups and the com- 
munity which they are supposed e 
Tepresent. Let's examine each o 
these areas separately. w 
L] Persons who are responsible 
for the delivery of health services 
seem to have established a a 
equilibrium in which decisions a xem 
the distribution of health care r i 
sources are made. Citizen Broups 
represent a new player in these m. 
gotiations, and threaten to disrup 
whatever equilibrium has been es- 
tablished and whatever understand- 
ings have been reached. Nowhere 1S 
this more clearly seen than in the 
attempts to bring together already 
existing health and mental health or- 
ganizations to form a community 
mental health center. 
Conflicts often arise between 
citizen groups and providers of 
health care. These conflicts have 
many causes. For instance, provid- 
ers often fail to take the citizen 
groups seriously and, consequently, 
ignore their counsel, Moreover, both 
Providers and consumers often have 
difficulty in realistically appreciating 
the skills and expertise of the other. 
These problems are aggravated when 
the citizen group is composed of the 
Poor and members of racial and cul- 
tural minority groups. Differences 
between Providers and consumers in 
class, race, and cultural characteris- 
tics often create distrust and sus- 
Picion which can antagonize rela- 
tionships further. 

In the view of Godfrey Hoch- 
baum,*** this conflict may also be 


caused by failure on the part of pro- 
viders to appreciate the needs of the 
people from the latters point of 
view. Often providers are eager to 
establish a health or mental health 
program, while the priorities of peo- 
ple of the area may be finding a job 
or obtaining adequate housing. 

Regardless of its cause, such a 

conflict can result in the disillusion- 
ment of consumer and provider 
alike, and under certain circum- 
Stances it may result in the complete 
disruption of programs. **** In this 
last instance, the greatest loss is suf- 
fered by the people who no longer 
have health care services available 
to them. 
L] In addition to negotiations 
that may arise between consumers 
and health care providers, a good 
deal of internal negotiations may 
also exist within these groups. Rea- 
Sons for this include the fact that 
citizen and consumer groups often 
Contain a number of different indi- 
Viduals from the community, cach 
of whom may have varying ideas 
how health and mental health serv- 
Ices might best be delivered. Occa- 
Sionally, different factions of a citi- 
zen group may spend more time 
fighting among themselves than ne- 
&otiating with the providers of health 
Services, a fact already commented 
9n by Moynihan, This problem is 
Often compounded by the fact that 
citizen and consumer groups are 
Often established without a clear 
80al or mandate. 

L] When individuals become 
Members of a citizen or consumer 
8Toup, they often lose contact with 
Ms Community they presumably 

Present. Indeed, they often treat 
on of their own community 
a Callous disregard. Loss of con- 
ihe with the community often spells 
io otal disintegration of the citi- 

8rOup, since maintaining com- 


ok 

Mus Hochbaum's article "Consumer 

nien en in Health Planning: Toward 

Sepe Clarification” appears in the 

lona T 1969 issue of the American 
nal of Public Health. 


munity contact is the only way to 
keep citizen organizations viable. 


EFFECTS OF PARTICIPATION. The 
designers of citizen participation 
and the many citizens and provid- 
ers who have cooperated with this 
effort, hoped at the outset that the 
involvement of consumers in deci- 
sion making about health care serv- 
ices would improve the delivery of 
those services. They hoped that the 
health needs of the community 
would be more clearly focused; that 
services offered would become more 
flexible, responsive, and account- 
able; and that consumers would be- 
come better informed about the 
availability, nature, and appropriate 
use of services. 

Thus far, these hopes have not 
been fully realized. Many citizen 
groups are unaware of what they are 
expected to do. Often they lack the 
leadership, consistent membership, 
and staff support necessary to carry 
out their function. When they are 
able to make recommendations to 
providers of health services, their 
counsel is often ignored, or treated 
lightly. In addition, the negotiations 
and conflicts already discussed often 
prevent citizen groups from func- 
tioning effectively. Finally, many 
groups have lost their necessary link 
to the community they are said to 
represent. . 

However, as bleak as this picture 
may seem, there are still a number 
of facts about citizen groups that 
are encouraging. First, it must be 
remembered that this social experi- 
ment has just begun and, doubt- 
lessly, is experiencing some growing 
pains. Nevertheless, the concept is 
popular. This can be scen in the 
persistence of many citizen groups 
that are still active despite a history 
of stormy negotiations. Further- 
more, new groups continue to 


xex* For an example, see Barbara Fh- 

and Maxine Kennys "Com- 
ity C : Up Against the 
ty Control Struggle 

ue Bloc" in the December 1969 

Health Policy Advisory Center. Bulletin. 


renreich's 


emerge in almost every sector of the 
human services field. These are all 
reasons to believe that with proper 
guidance and support, this experi- 
ment in participatory democracy has 
the potential of succeeding. 

In order to enhance the possibili- 
ties for success, a number of sup- 
ports need to be provided for citi- 
zen groups. First, each group must 
be clear about its functions. In addi- 
tion, adequate instruction or train- 
ing must be provided in order to 
insure that each group is capable of 
carrying out its task. For some 
groups, this training might also in- 
clude assistance in developing lead- 
ership skills within the group. Ade- 
quate staff support is also essential 
for groups to function effectively. 

If my analysis of the process of 
citizen involvement is correct, both 
providers of health services and citi- 
zen participants need preparation 
for their roles in the negotiation 
processes. Both providers and con- 
sumers should have an understand- 
ing of the range of negotiations that 
is taking place, the issues that are 
involved, and the way that each set 
of negotiations affects their mission. 
Furthermore, all participants should 
receive training in the skills neces- 
sary for successful negotiations. 

Finally, in order for citizen groups 
to function effectively over the long 
haul, it is important to evaluate their 
activity and their effect on the plan- 
ning and delivery of health services. 
Without adequate evaluative re- 
search, it will be impossible to know 
whether the experiment has been a 
success or whether changes are nec- 
essary in order to produce a more 
positive outcome. 

Overall, it appears that citizen 
participation will be part of the de- 
livery of health and mental health 
services for many years to come. 
Hopefully, it will be a helpful pres- 
ence, for consumer involvement 
most certainly holds potential for 
improving the delivery of services. 
But it must receive proper support 
and meaningful research into its ef- 
fects. B 
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Invisible boxes of 
loneliness melt for 
mental patients 
attending 


€ 
Party 


By Bernard Posner 


TARTNG ALL OVER AGAIN 

blared from the record player, 
Half a dozen Couples danced at one 
end of the paneled meeting room, 
Each man and woman seemed en- 
cased in an invisible box. They 


never touched each other, physically 
or mentally. 


Another 20 or 
chairs. Some talke 
talk. Invisible bo 
too. 

In the middle 
table with chee 
cookies and 
root beer, 
gone. 


In a way, all were apart from the 
others, wrapped up in thoughts and 
feelings they didn't even fully un- 
derstand, 

But in another w 
gether. At least th 
listening, in huma 
boxes showed sign 


30 sat on folding 
d idly. Some didn't 
Xes encased them, 


of the room was a 
Se and cold cuts, 
à coffee urn filled with 
Most of the food was 


ay, they were to- 
ey were talking, 
n company. The 
S of melting. 

Mr. Posner is Deputy Executive Secretary 
of the President's Committee on Employ- 
ment of the Handicapped, Washington, 
D.C. 


This was a regular Thursday night 
Party of the Xanadu Club of Phoe- 
nix, Ariz. Members are mostly pres- 
ent and former mental patients at 
the Arizona State Hospital. 

Xanadu. That's the place in Ku- 
bla Khan, where people would jour- 
ney to get whatever they needed to 
round out their lives. Xanadu. The 
name was suggested by a former 
Mental patient and member of the 
club. 

Bob Huffman, be 


arded vocational 
evaluator at the 


hospital and the 
club's advisor, recalled that when 
the club started a year ago, patients 
dutifully showed up and dutifully 
Sat and waited for therapy to begin. 
They waited for the staff to tell them 
what to do. But the staff kept silent. 
Everything else at the hospital was 
therapeutic, 50 the patients expected 
the club to be therapeutic as well, 
Weeks passed before they got the 
idea that this Was their club, that 
they could make their own deci- 
sions, They took charge and haven't 
let go since, Hence, this dialogue 
the night I attended: 


Whatll we do tonight? 2 
dance. No, let's sing. How p 
rap sessions? Most wante 
dance—so they danced. 


For most who come on i agar 
nights, Xanadu Club is their only 
social life. This, and nothing else. 

Five live in a boarding house iEn 
ex-patients; three or four vus 
home with parents; two or three 1 
in the mental hospital; the rest live 
a . Alone. M 
n zwei they wear invisible 
boxes, lonely even in crowds. But at 
least they come to the weekly par- 
ties and they are together if only for 
a while—a bittersweet mix of lone- 
liness and togetherness. 


But the boxes do show signs of 
melting. 


HIS Thursday night I was one 
Ta several newcomers to the 
club. So Jack, the “leader” (the 
role just fell his way; he didn't seek 


it), explained what Xanadu Club 
was all about: 


x find no heavy trips here. 
a you want to talk about a prob- 
Pu okay. But we're here mainly 
as we're friends. We try to 
i p each other just by being 
ere, together. 


wae around the room for a few 
S from everybody about any- 


thing, a à 
sampling: 了 to break the ice. A 


SUE; : 
sim ay therapist told me I’m more 
ee I used to be so quiet. 
ink ta caly ever shut up. I’m train- 
e a mental health nurse. 
BONNIE: | 
ernment, 
Stolen 
to wo 


„work for the state gov- 
Em a clerk. My car was 
ee I have to take two buses 
3 - But I haven't missed a day. 
ARIE: r 
just por (with over-bright giggles) 1 
she doe a poodle. On rainy nights 
anybody Y. want to go outside. Does 
her? Y know what I can do with 


BOB. I 


Center. Just got a job in the civic 


I'm a porter. With my first 


paycheck I bought some mod shoes 
and pants and batteries for my radio. 


BERT: I’m a client-trainee at Good- 
will. Note how he used the phrase 
of the professional. 

BILL: I’m not going to say anything. 
Nobody tried to make him. 

LAURIE: I hitchhiked to the club 
from the hospital. I always do. She 
told me she spends her days at the 


hospital, her nights at home. Her 
secret desire is to become a truck 


driver. 

BOB: I’m not working. Z spoke to 
him later. "I'm an Aquarius,” he 
said. "That's the sign of à leader." 
“Are you going to be a leader?" I 
asked. "That's what the stars say." 


ME: I just came here from the East. 
It was too much for me out there. 
Hope I can find a job here. 


BETTY: I started back in the com- 
munity college. I walk two miles 
each way to school. Later I danced 
with her. She's 36, looks much 
vounger. She lives in a boarding 


house. She has no friends. "What 
do you talk about at these parties?" 
I asked. “Nothing in particular. But 
they're so nice." 


FTERWARD, Bob Huffman and 

I stopped in a tavern for a 

beer. “The owner used to be a mem- 

ber of the club," he said. As he fin- 

gered his glass, he summed up 
Xanadu Club: 


At Xanadu, you don't have to 
pretend to be what you are not. 
Youll be accepted as you are, 
nothing more or less. Sure, you'll 
have your ups and downs. Some- 
times you'll just. come and sit. 
Sometimes you'll laugh and 
dance. But even if you just sit, 
you get to be aware of the others. 
You discover that in their way 
they are sort of looking out for 
you. And you are looking out for 


them. 


And so the invisible boxes are 
beginning to melt. m 
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Women and Madness 
Phyllis Chesler, Ph.D. 
New York: Doubleday, 1972. 360 pp., $8.95. 


This is a very rich book filled with so many styles— 
from the scientific to the poetic—that readers will be 


turned on, according to their appreciation for a 
total reading experience. 


Sympathetic to the women's liberation movement and 
convinced that psychiatry oppresses its patients, I 
expected to like this book. T did not expect to find 


myself challenged, educated and forced into a new 
Cycle of re-examination. 


Phyllis Chesler has added data to my intuitions and 
y convictions about the close 
chiatric problems and 


electroshock and Psychosurgery, 


gives, perhaps, the 


patriarchal, authoritarian family reflects the most 


ety. 


As such, the book confirms for me that personal 
rebellion against one’s own anguish me 
rebellion against Oppressive forces withi 
family and within the entire society. Thi 
of personal self-hate as the internalizati 
Oppression is central to the book, and r 
Step in the direction of à complete ri 
psychiatric and political theory, 


ans outright 
n one’s own 


On of political 
€presents a 
evamping of 


I disagree with the author in a num 
her book has only added to my inter 
First, I believe that in her z 
fight back, she has made too 
women 


ber of areas, but 
est in these areas, 
eal to arouse women to 
much of the role of 

as the prototype for the oppressed Person, 


s understanding 


Second, I believe that Chesler is too caught up in the 
rhetoric of anticapitalism. Even though she 7 
acknowledges that the oppression of women is as ol 

as recorded history, its origins in capitalism are among 
the unexamined assumptions of the book. 


Because of the many topics covered in this panoramic 
vision of oppressed womanhood, it is easy to find 
faults and enter into disagreements. But I think we 
need this kind of richness in our literature on 
psychiatry and oppression. 


Anyone who is unafraid to dip into it will come away 

with new data, renewed understanding, and vid 

strengthened political conviction. If you are pita 

with freedom and psychiatry, read this book. If y 

are a woman concerned with these issues, you em be 

likely not to stop with reading it. I wish this wou 

more true with the average male psychiatrist. y 
PETER ROGER BREGGIN, M. hiatry 
Washington School of Psych! 
Washington, D.C. 
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The VIP with Psychiatric Impairment y 
The Group for the Advancement of Psychiatry 
New York: Charles Scribner's Sons, 1973. 

78 pp., $4.95 (cloth), $1.95 (paper). 


“Is the fate of the world—our fate—in the hands of 
sick men?” The question, posed by Burnet Hershey, 
is raised again in this timely and thoughtful book, 
which documents the political effects of psychiatric 
disorders in some of the world's leaders. 

What to do about th 
the Group has some 
make a start on the 
enthusiatically accep 


€ problem is another matter, and 
Practical suggestions that could 

Solution but are not likely to be 
ted in political or military circles. 
It might be well to add a 
PSychiatrists themsely 
senior committees tha 
Psychiatric Problems 
at least demonstrate t 


nother suggestion—that 
es lead the way by establishing 
t would attempt to deal with 
among VIP psychiatrists; we can 
hat we take our own medicine. 
C. H. HARDIN BRANCH, M.D. 
Santa Barbara, Calif. 
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Therapeutic Communication 
Jurgen Ruesch, M.D. 
New York: W. W. Norton, 1973. 480 pp., $4.95. 


All students i 
de students of human communication will welcome 
S re-issue re ji 
age issue of Dr. Reusch’s important 1961 book 
at summarized much earlier work on therapeutic 
communication. 


ee new two-page Preface, which 
二 Whee of the dilemmas surrounding our 
P MA e eaten to understand the psychological 
of energy m associated with the new sources 
revoko k, oar of space, and the computer 
ur Aide ir : is eloquent about the failure of 
Social order : ^ he human being as the center of the 
consequences vied growing concern with the 
hits eters n the individual thus has become 
Owned; res dri i property are shared rather than 
Shenae vh. ity is collective; personal 
tion; and ion has given way to group communica- 
privacy is rapidly disappearing. 


Ruesch ; 
eee ecu that this book is not designed 
to help ie iR be procedure; rather it is intended 
Stressful bir nj ual to overcome AIEXIOHS and 
isturbing e 4 to tolerate some particularly 
Processor: bins of pathology, and to go on with the 
of individuation and self-realization. 


In thes 
ign ee some people seek instant 
biofeedback co alpha rhythm or other types of 
the religious poe drugs, or simplified variants of 
ook of long. Die it is a pleasure to read in this 
and VE Reus ipo ways of exploring the self, 
he courage to resist the pressures and 


tem 7 
Plations 
18 of a conformist environment. 


It is : A 
Pee ceu packed with many mcanings, 
Scholarship E. or has at his command a prodigious 
Possible in ie insights, and an elegant style. It is not 
€ topics i brief review to adequately present 
contained in the book’s 24 chapters. 


Or t 
spes DE FORME new ways to place in 
umerous objective-descriptive methods. the 
the moreas D PAM ye or existential approaches. Or 
Social-interpersonal methods of Adolf Meyer 


Gene Usdin, M.D. 


or Harry S. Sullivan, I can highly recommend this 
carefully thought out and well-written volume. 
HENRY W. BROSIN, M.D. 
Professor of Psychiatry 
University of Arizona 
Tucson, Ariz. 


一 一 一 
Pets and Human Development 

Boris M. Levinson, Ph.D. 

Springfield, Ill.: Charles C. Thomas, 1972. 


232 pp., $10.50. 


In his highly readable book, Dr. Levinson, a 
psychologist at Yeshiva University in New York, 
discusses ways by which animals may be utilized by 
people to assuage loneliness, to gain or regain contact 
with other people, and to overcome feelings of 
alienation. 

From childhood through old age, he sees significant 
places for a pet in a person's life as part of his normal 
maturation and discusses the values of various animals 


at different times in a person's life. Drawing on his 
tise, he elaborates on the role 


own experience and exper 
herapeutic tool with an 


an animal can have as a t 
individual or in an institutional setting. 

Obviously an animal lover, Dr. Levinson writes with 
feeling, understanding and appreciation of pets and the 
ways by which they can enhance communication. But 
he at no time preceives the animal as a cure-all 

for the pain and ills of the disturbed individual or 
society. He appropriately draws on his experience, on 
scientific data, and historical evidence in his 


documentation. 
Pets and Human Development can be a useful tool for 


those who work with any persons suffering from 
alienation and loneliness. It is a book that may 


severe 
man and professional, 


be read with pleasure by both lay 


and can prove helpful to each. 
MABEL B. PALMER, ACSW 


Executive Director 
Louisiana Association for 
Mental Health 

New Orleans, La. 
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Family Interaction 

Edited by James L. Framo 

New York: Springer Publishing Company, Inc., 
1972. 248 pp., $9.50. 


For the first 110 pages of this book, the reviewer 


was reminded of the many stories about bad news 
and good news. 


The bad news was the recognition of how little he 
really knew about family interaction despite 25 years 
of clinical involvement in the field. The good news 
was that none of the brilliant collection of 29 
outstanding family researchers, theoreticians, and 
family therapists involved in the conference on which 
this book is based, seemed to know much either. 

The conference was 


problem areas, exchangi 


This author used a unique, fascinating analysis of his 


own personal family and of the forces and maneuvers 
at work in the parental family to demonstrate his 
principles of family relationship and family system. 


He dealt with © how a family member frees himself 
from the family undifferentiated ego mass, and F 
9 how he detriangles himself from the triangle with 
which he may be involved with his parents or with 
one parent and a sibling. This triad is the basic 
building block of the family and what has to be dealt 
with in therapy. 


In this conference, the ethnocentrism of the clinicians 
was jarred by the revelation that a considerable Mind 
of thinking and work had already been done me e 
fields of family sociology sa weis ppoe ar 
was directly pertinen j 
fiis aa which some of the family 2 Un 
had never heard. The result was a well-balance 
piss PETER MARTIN, M.D. 
Professor of Psychiatry 
University of Michigan and 
Wayne Schools of Medicine 
Detroit, Mich. 
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After the Good War, A Love Story 
Peter Roger Breggin, M.D. 
New York: Stein and Day, 1973. $7.95 


Peter Breggin is one of the small (but I hope 
increasing) group of vocal critics of dehumanizing 
trends in contemporary psychiatry. He is best known 
for his critique of the recent resurgence of lobotomy 
and psychosurgery. His first novel, The Crazy from 
the Sane, described the plight of psychiatric residents 


in training. His latest work, After the Good War, is 
Psychiatric science fiction. 


It is set in the Twenty-third Century in Now America, 


à wonderful land of happiness and security, 
logically regulated b 


Security (NAMS). 


psycho- 

y the National Agency for Mental 
The weather is scientifically 
controlled so that People are comfortable i 
clothing. They meet for Grouper exercises 
feelings and maintain group solidarity. 


n almost no 
to express 


From time to time psychiatric officials make attitude 
checks on the citizens; the person must free associate, 
while the official listens for signs of the dread Hebrew 
Disease. The principal signs are shame, guilt, and 
anxiety. Anyone whose attitudes do not conform 

to the official standards of Now America is subjected 
to a graded series of treatments. 


The central characters are T.E.P. Rogar, chief 
historian for Oldtime Twentieth Century and J.A.R.D. 
Gambol, chief psychologist for Female Wishfulfillment. 
The book consists of a series of entries in Rogar’s 
journal, recording his growing understanding of 
himself and his country, and his new love for Gambol. 


In his historical research, Rogar discovers many 
unsettling documents, like the Bible and the 
Declaration of Independence. He has trouble 
understanding un-American concepts like individualism 
and freedom, which have become supplanted in Now 
America by the needs of the group. 


After the Good War is a book that stands at the edge 
re and humor. Some will take Breggin’s vision 
perd uture as à warning; he sees it as a stylized 

1 of what is happening right now. 


b most needed today is a new renaissance of 
we on to ward off another Dark Age. In short, 
ences Tewite prevent this country from becoming 
s terrifying world of Now America. 
JONATHAN ECKER, M.D. 
Cazenovia, N.Y. 
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Fins and Sign, Childhood Deafness 

Hild Mental Health 

I x 

Ber: = Schlesinger and Kathryn P. Meadow 

Cain, eyi Los Angeles, London: University of 
l'ornia Press, 1972. 230 pp., $10.00. 


WE professional interest, there is often a 
sedes ( hopefully not morbid) about specific 
8 curio ts of perception. History has long recorded such 
clear] F about the deaf. As this book points up very 
dist ^ leaf individuals, specifically those living în 
à well miles, react to the world’s curiosity by forming 
-Organized subculture. 


Based on a wealth of experience and three specific 
studies, the authors present both a sympathetic and 
controversial text concerning deaf children and 
families with whom they have worked for so long. The 
controversial aspect concerns use of sound and sign 
methods of communication as well as subcontroversies 
concerning special schooling and the relationship of 
deaf children to their parents. 


Over the years, the authors have studied the different 
developmental reactions of deaf children with hearing 
parents, deaf children with deaf parents, and deaf 
parents with hearing children. In their research they 
have applied the Ericksonian model to demonstrate 
both successes and failures of development. From this, 
they have derived a clear exposition of the process 
through which the specific handicap of not hearing 
affects trust, intimacy, industry and, ultimately, 
identity formation. 


Three monograph-length studies (utilized as chapters 
of the book) concern this developmental process, 
especially in the school years. This has been extended 
by particular studies concerning the difficulties of 
attaining a state of mental health on the part of a deaf 
child. The authors advocate a balanced program of 
both oral and manual communication and lay out a 
neatly organized program of education, family support 
and assistance, and treatment procedures as a model 
for community psychiatry. 


Although co-authored, the editorial work has been 
generally well done. The print unfortunately is small, 
and there is some reduplication of messages in the 
varying chapters written by the two authors. One might 
also complain about the interspersion of too many 
tables, the result no doubt of the intensity of the 
research work done in preparing the manuscript. 


The lessons gained from working with the deaf are 

well applicable to many other handicaps, but the 

intrigue of the specific subculture comes through 

consistently. The authors’ sympathy evokes praise. 

Their scientific clarity should evoke sincere respect. 
HENRY H. WORK, M.D. 
Chief, Professional Services 
American Psychiatric Association 
Washington, D.C. 
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NOTES 


i i i jons 
MH cited for journalistic excellence by the Community ip dr S i w 
Association (CAPRA). Competing in the periodical category o peso c 
Publications Contest, the magazine took top honors from pete in eight wake 
annual contest, which this year attracted close to 1,000 co side Gee 
gories, is conducted to recognize and encourage more effective pu nn the buie 
efforts throughout the health and welfare community. Judging w 
of typography, content, 


P : 1 the 
layout and design, with winning entries being awarded 
CAPRA Certificate of Merit. 


A unique licensing law for Minnesota psychologists "ELEM 
effect. The new legislation was enacted to eh 
charlatans" from doing business in Minnesota, eee laws in 
have tended to migrate as the result of wn - is statali 
other states. According to Prof. Alan H. Roberts 


i law with a 
Psychology Association, it is the only such professional 
code of ethics built right into it. 


. ; e only mildly 
Eighty-nine percent of all retarded persons in the United States ar 
retarded, reports th 


: ization i W 
e Public Affairs Committee, a nonprofit pup LE 
York. According to the Committee, these persons, if allowed to Es ht social and 
Own pace with teachers who understand their limitations, can be in the communi ty. 
vocational Skills, earn their own living, vote, marry, and live in 


The level of violence on network television in 1972 was me te 
Tow the 1871 Fate. Thate the finding of University of Penney o, the 
researchers Dr, George Gerbner and Dr. Larry P. Gross. Even SENA 
average viewer could Still expect to see some violence in de ud 
of every 10 Programs and nine out of every 10 cartoons. Ger nen 
Gross also found that women and nonwhites are increasingly being 
portrayed as Victims o 


f violence which, in turn, leads them to feel 
fear and panic. 


(CMHCs) to provide drug abuse 
he new regulations would i 


Vices in current programs. . 
mpose additional conditions for approval of staffing 
grants made to all Federally funded CMHCs . 


A substandard diet may have an im 
Such is the su i 


ilities are ermanent. Observe authors William 
M. Cruickshank and Dani : 
protein-calory deficiency..the most common, nutritional disease-- 
T cause neutral tissue disturbances resulting in mental retarda- 
ion. 


Richard W. Flanagan 


All former Vietnam POWs will be interviewed by psychiatrists three times during 
the next 6 months. The Pentagon action comes on the heels of the recent suicide 
of returning POW Captain Edward Brundo and the completed or pending divorce of 
39 of 420 married returnees. The interviews are aimed at averting a repetition 
of the experience of returning World War II and Korean War prisoners, who commit- 
ted suicide and other violent acts at a rate higher than the general population. 


Suicides have increased almost 20 percent during the past decade. A 
report by suicide prevention expert Nancy Allen with the UCLA Neuro- 
psychiatric Institute shows that e liberation for women has also meant 
an increase in suicides, e there are many more suicides than reported, 
e the highest increase in suicides in the past 10 years has been among 
black women between 20 and 24 years, and e suicides among the young of 
all races is growing at a tragic rate. California continues to lead 
the nation in ratio of suicides to population (18.8 per 100,000). 


Marihuana use by college students seems to follow a predictable cycle, according 
to a National Institute of Mental Health-supported study. Sampling 10 percent 
of one university's undergraduates, the survey found that the typical marihuana- 
using student goes through stages of experimentation, increasing use, and a 
Stable phase followed by a decline in frequency. He rarely makes use of other 
drugs. Also, heavier users have greater difficulty than moderate or non-users 
in determining and pursuing short and long-range goals. 
The first national "freedom of choice" bill for psychology was ET 
duced recently. Sponsored by Congressman Jerome R. Waldie Las ti h 
the bill (H.R. 8057) provides for free choice and direct access to a 
licensed/certified providers of health services without supervision 
or referral by another health practitioner. 


NAMH is i i i f Sen. Richard Schweiker's 

NAMH is in strong agreement with the main focus o . r n 

Community Mental Health Centers Bill (S. 1998). The bill, which yni E 
e Centers Act for another 3 years, incorporates all of the origina 


Mendations passed by the Association's Board of Directors in February. Those 
recommendations include e placing a dollar limit on the amount of eani n 
àt a center could receive; e discontinuing Federal funding for es ppt ib 
ee the eighth year, with the exception of qd uer algae 7 
rchasing and renovation should be a part of construc io i 
Poverty centers should be able to prove that they are using their funds for the 


Tmpoverished. 
: i i Community Mental Health 
In a suit brought by the National Council of th 
Gentes against HEN secretary Copt iet el gan ious P 
trict Judge Gerhard A. Gesell rule : 
73 emunt mental health center funds must be released. A hearing 
was to be held on the case July 16. 
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Policy and Position Statements (Free on request) 
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C CHILD DEVELOPMENT CENTERS 

LI CIVIL RIGHTS OF MENTAL PATIENTS 

THE DISADVANTAGED 

FACILITIES AND SERVICES FOR THE GERIATRIC 

MENTAL PATIENT 

FAMILY LIFE AND SEX EDUCATION 
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MANPOWER 

MARIJUANA 

MARRIAGE COUNSELORS 
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NATIONAL HEALTH INSURANCE 

PASTORAL COUNSELING 
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HOSPITAL MENTAL PATIENTS 

SUICIDE PREVENTION 

THIRD PARTY PAYMENTS FOR THERAPISTS 


New and Revised Pamphlets 


CAN MENTAL ILLNEss BE PREVENTED? $2.20 
? $2. er C. 
C cLERGYMAN's GU je 


IDE TO RECOGNIZING SERIOUS MENTAL 
ILLNESS, $8.10 per C, 
MINISTERING To FAMILIES OF THE M 
$8.10 pSTER ENTALLY ILL. 
THE CLERGY AND MENTAL HEAL 


一 FACTS ABOUT MENTAL ILLNES. 
up-to-date statistics. 


FILM CATALOG, Free, Selecte a 
E ber ui d films for mental health 


g GROWING UP AIN'T THAT E. 
on'ts for dealing with the e 


TH. $8.10 per C. 
S. $1.10 per C. Basic 


associations, 
ENTAL ILLNESs, $23.10 per M. 


— SOME THINGS YOU SHOULD KNOW ABO 


UT MENTAL AND 
EMOTIONAL ILLNESS. $2.00 per C; $16.35 per M. 
a EEDS FOR GOOD MENTAL HEALTH. 


To order, write NAMH Publications Dept., 
1800 No. Kent. St., Arlington, Va. 22209 


WHEN THINGS GO WRONG. $9.00 per C, . 

L] MENTAL ILLNESS: A GUIDE FOR THE FAMILY (revised 
edition). 80€ each. Handbook for families of the mentally 
ill. 


NAMH PUBLICATIONS CATALOG. Free. 

WHERE YOU CAN FIND INFORMATION ON MENTAL 
HEALTH AND MENTAL ILLNESS: A BIBLIOGRAPHY. $2.25 
per C. 


Joint Information Service Publications 


[] CHILDREN AND MENTAL HEALTH CENTERS. $6.00 each. 

L] ELEVEN INDICES. $4.00 each. 

HALFWAY HOUSES FOR THE MENTALLY ILL. $6.00 each. 

L] HEALTH INSURANCE FOR MENTAL ILLNESS. $2.50 each. 

L] PARTIAL HOSPITALIZATION FOR THE MENTALLY ILL: 

^ STUDY OF PROGRAMS AND PROBLEMS. Cloth: $6.00 each; 

4 or more copies $5.25 each. Paper: $4.00 each; 4 or 
re copies $3.50. 

D PRIVATE PSYCHIATRIC HOSPITALS: A NATIONAL SURVEY. 
.00 each. 

ü REHABILITATING THE MENTALLY ILL IN THE COMMU- 

- $6.00 each. 

E n nd MENTAL HEALTH CENTER: AN IN- 

TERIM APPRAISAL. Cloth: $6.50 each; 4 or more copies 

$5.25 each. Paper $4.00 each; 4 or more copies $3.50. 

L] THE MENTALLY ILL OFFENDER: A SURVEY OF TREAT- 

MENT PROGRAMS. Patricia K. Scheidemandel and Charles 

K. Kanno. $2.00 each. 

THE PSYCHIATRIC EMERGENCY: A STUDY OF PATTERNS 

OF SERVICE, 1966. $2.50 each; 5 or more copies $2.00 

each. 

L] SALARY RANGES OF PERSONNEL EMPLOYED IN STATE 

MENTAL HOSPITALS AND COMMUNITY MENTAL HEALTH 

CENTERS, 1970. Patricia L. Scheidemandel and Charles 

K. Kanno. $4.00 each. 

LEGAL SERVICES AND COMMUNITY MENTAL HEALTH 

CENTERS. Henry Weihofen, $2.00 each. 

THE STAFF OF THE MENTAL HEALTH CENTER: A FIELD 

STUDY. Hardcover: $6.00 each; 4-9 copies $5.25; 10 or 

more copies $4.75 each. 

THE TREATMENT OF ALCOHOLISM. $3.00 each. 

L] TREATMENT OF DRUG ABUSE: A STUDY OF PROGRAMS 

AND PROBLEMS. $7.00 each. 
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While we have prisons it matters 
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After more than 50 years as a journal devoted 
principally to exchange among mental health pro- 
fessionals, MH (Mental Hygiene) in 1970 began 
a transition to become a publication designed for 
policymakers—both lay and professional—in the 
mental health field. The Board of Directors be- 
lieves that other journals now provide effective 
exchange within professions and among profes- 
sionals, but no regular publication exists to in 
form the growing number of citizens faced with 
major policy decisions involving future care 
systems and prevention. We believe that our 
new focus will help stimulate activity in the 
development and improvement of health care 
delivery systems and contribute to improved care 
and prevention efforts. 

MH is published quarterly by the Public Infor- 
mation Department of the National Association 
for Mental Health, Inc. Editorial Office: 1800 
North Kent St., Rosslyn, Arlington, Va 22209 
Circulation Department: 49 Sheridan Ave., Al 
bany, N.Y. 12210, Rates: $10 per year (Canada. 
$10.25; other countries, $10.50). Single copy, $3 
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does not necessarily endorse or assume responsi 
bility for opinions expressed or statements made 
in signed articles, nor does the reviewing of a 
book imply its recommendation by NAMH 
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LETTERS 


CONFIDENCE REWARDED 
Dear Sir: 

Congratulations on winning the award 
of the Community Agencies Public Rela- 
tions Association. Your confidence in the 
new format has certainly been justified. 

JOSEPH R. BROWN 
Executive Director 
Mental Health Association 
of Indiana 
Indianapolis, Ind. 


PLEASANT SURPRISE 
Dear Sir: 

The entire magazine is exciting (I had 
not seen a copy for years), and the arti- 
cles are significant, Congratulations to 
you and the entire editorial staff. 

MRS. SIDNEY S. SMITH 
The Hogg Foundation 
for Mental Health 

Austin, Tex. 


THE RIGHT KEY 
Dear Sir: 

I read with admiration your COM- 
MENTARY (by Rev. Orion Hutchinson) 
in the 1973 issue of the NAMH magazine. 
You hit upon the key to all mental health 
—love. When a patient feels, experiences 
love, then he has a bold chance to make 
a “bold new step” in his treatment. Love 
is so much more essential than realized. 

JUDITH SIEGEL 
Columbia, Md. 


UNANIMOUS CHOICE 
Dear Sir: 
A recent project of our Graphics I class 
was to pick what we considered the best 
periodical from the 307 subscriptions 1n 
our Learning Resource Center. It was OUT 
unanimous consensus that your Mental 
Hygiene (MH), Summer 1973, was the 
best in overall graphic display. Congratu- 
lations, Keep up the outstanding job. 

DAVID YOUNG 

DODI KASPER 

RON HAAHR 

CAROL BUNKER 

JAMES SCHUMANN 

CRAIG BAIN 

DALE DAVIS 

JUDY HOUGHTON 

PAUL K. MCDOWELL 

Head of Art Department. 

Graphics I Instructor, 

Southwestern Community 

College 
Creston, Iowa 50801 


COMMENTARY 


This issue of MH emphasizing corrections and prison 
reform includes two more articles from students of 
mine at the National Law Center: Meredith 
Wellington, writing on the U.S. Bureau of Prisons’ 
new Behavioral Research Center at Butner, N.C.; and 
Michael Goldberg, on the institution for defective 
delinquents at Patuxent, Md. 


The label defective delinquent is a semantical horror. 
No such diagnostic entity is recognized in The 
Diagnostic and Statistical Manual of Mental Disorders 
of the American Psychiatric Association. In operation, 
it has been used to include chiefly sociopaths (a term 
now replaced by antisocial personality disorder in the 
psychiatric nomenclature) and retarded offenders—a 
strange combination indeed for any therapeutic 
program. A few years ago, I wrote of this bizarre 
classificational tandem, that 
... since the former are, perhaps, the most 
exploitative and the latter the most easily subject to 
exploitation in our society, it makes about as much 
sense as grouping rabbits with weasels on the 
ground that both are small furry animals. 


The professional staff at Patuxent is first-rate, and 
some excellent work has been done there. But there 
have been problems in addition to that of classification, 
several of which are discussed in Mr. Goldberg's article. 


Butner is, and will continue to be, the subject ofa 
great deal of controversy. MH has invited its medical 
director to respond to Ms. Wellington’s article, in 
furtherance of our policy of bringing to our readers all 
sides of important mental health questions. Another 
point of view was expressed by North Carolina’s 
senior Senator, Sam J. Ervin, Jr., in a statement before 
the Senate Health Subcommittee this past March: 
Prisons exist as a closed society, eluding the public 
eve behind high walls and restricted contact. Only 
recently has there been any interest in assuring 
prisoners the benefits of those constitutional rights 
which follow them into the prison or jail. Only in 
the last decade have court decisions sought to insure 
the rights to counsel, legal materials, correspondence 
and of freedom from cruel punishment. Testimony 
hefore the Health Subcommittee has revealed that 


Richard C. Allen, Editor-in-Chief 


in the coercive atmosphere of a prison, inmates are 
more than willing to submit to drug experiments 
and other experimental programs in order to secure 
money or a change of location and conditions or to 
please the parole board by a record showing 
cooperation with the prison authority. The use of 
behavior modification in such a setting poses serious 
threats to constitutional liberties. 


It is almost impossible these days to mention Senator 
Ervin without saying something about Watergate. So 
I will yield to the temptation, even though it isn't 
really a mental health issue . . . or is it? There seems 
to me to be something fundamentally unhealthy about 
the mental attitudes of that strange group of men with 
whom the President chose to surround himself in the 
highest councils of government. Herblock said it 
pictorially, in a recent issue of the Washington Post, 
much better than I could possibly do here. 


His cartoon shows a father installing an illegal electro- 
magnet and battery in his son's soapbox derby racer 
(remember the recent news story about the disqualifi- 
cation of this year's winner?), and above them on the 
wall are three captioned portraits—John Erlichman, 
with: “It’s not how you play the game, it’s whether you 
win or lose;" President Nixon, with: “If you get 
caught, it was just overzealousness;" and H.R. 
(“Bob”) Haldeman, with: “Besides, everybody does 
it." Above the cartoon is a title: Moral Tone. 


In our last issue, we reported to you that MH had won 
CAPRA's annual award of excellence, in competition 
with several hundred other journals and periodicals. 

I want to take this opportunity to note that much of 
the credit for that coveted accolade, belongs to four 

of the most talented and gracious colleagues it has ever 
been my pleasure to work with: Our Editor/Designer, 
Dick Flanagan; editorial and design consultant, Bill 
Perry; consultant and indefatigable advocate, Arnold 
Barach; and NAMH Executive Director Brian 
O'Connell, who has given us both the freedom to 
experiment, and the inspiration of his own insights. B 


BUTNER: A VAGUE BLUEPRINT 


ps year at the Medical Center 
for Federal Prisoners in Spring- 
field, Mo., an inmate participat- 
ing in Project START (Special Treat- 
ment and Rehabilitative Training) 
attempted suicide several times. Be- 
fore his admission to the program 
he had never made a suicide attempt, 

In the same ycar at a different in- 
stitution employing other methods 
of treatment, Victor Taylor, sen- 
tenced to a total of 61 years for a 
series of armed robberies, graduated 
magna cum laude from college. He 


completed the full 4-ye 


ar program 
in 21 months. 


Taylor attributed his 
Success to a therapeautic program at 
Marion, the Asklepicion Training 
Program. 
The fates of these two inm 
illustrate the extreme differenc 
results of psychiatric treatmen 
the Federal Prison system. 
This contrast in result—and the 
contrast in methods of treatment— 
makes psychiatric treatme 
oners a controversial 
public at large and p 
civil libertarians. On 
it offers an unlimited Opportunity 
for abuse of the prisoners’ legal 
rights and person; on the other, it 
holds the possibility of rehabilitation 
of prisoners to a productive life in 
normal society. Successful rehabili- 
tation may also mean shorter sen- 
tences, 
The directors of the new Federal 
Center for Correctional 
now being built in But 


ates 
e in 
t in 


nt of pris- 

issue with the 
articularly with 
the one hand, 


Research, 
ner, N.C., 


Ms. Wellington is currently a third-year 
law student at the National Law Center, 


Washington University, Wash- 
ington, D.C, 


George 


By Meredith Wellington 


Some unanswered questions about a new facility 


seem confident of achieving the lat- 
ter objective, 

They hope to disarm those who 
have become disillusioned and skep- 
tical about psychiatric treatment of 
Prisoners by establishing a model 
facility that does not treat inmates 
with experimental drugs, psycho- 
surgery, major aversive condition- 
ing, or employ them in research that 
benefits sectors in the population 
other than the inmates Moreover, 
they are attempting to draft pro- 
cedures for selection of the research 
population and for forms of release 
that will ensure free and uncoerced 
consent of the inmates involved. 

The new center will be a medium 
security facility with extensive 
grounds and new security equip- 
ment that creates the illusion of a 
free environment. A double fence 
will surround its 42 acres. Under- 
ground perimeter Security sensing 
devices will replace traditional guard 
towers. The windows will be con- 
Structed of a special | 
tic and glass with a built-in alarm. 
Security men in mobile units will 
patrol Butner. 

Inside this secure world there will 
bea mini-city. Besides seven dormi- 
tories for the 350 inmates, there will 
be a chapel; £ym and recreational 
area; a building containing clothing, 
commissary, food, and a barber 
shop; an infirmary; an educational 
building; and a service building. 
Finally, the center will have a sepa- 
rate building outside of the fence for 
the administration, It is scheduled to 
open next November. 

The stated go. 
treatment of the 


aminated plas- 


als of the center are 
mentally disturbed, 


research for better means of treating 
these groups, and training staff to 
use newly developed therapeutic 
programs. To achieve the first two 
of these, the center has been divided 
into two sections—the mental health 
program and the 
search program. . 

Patients in the first catepory will 
be in the acute stage of a classically 
defined mental illness and will ka 
cei aditional as well as experi- 
a The traditional 
treatment may include electroshock 
therapy, but—according to u^ 
Martin Groder, the new head o 
Butner—it will be used only as it 
is used in civilian hospitals. It ac 
not be used for purposes of research. 

Patients in the second category 
will represent a cross-section of u 
East Coast prison population an 
will not have diagnosed mental ill- 
nesses. Because a substantial per- 
centage of Federal prisoners cri 
serving sentences for violent crimes, 
the research population will any 
contain a substantial percentage © 
violent offenders, many of whom n 
civilian society might be regarded as 
having character disorders. " 

The forms of treatment for we 
research population have not Sd 
finally determined. According to ti 
Groder, the Bureau of Prisons has 
decided—in accordance with his da 
sires—that no research using drugs. 
Psychosurgery, or major aversive 
conditioning will be done. However. 
he left the door open for mino! 
aversive conditioning. The Bureau 
has yet to issue an official policy 
Statement on these forms of treat- 
ment. 


correctional re- 
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BUTNER: A CLEAR BLUEPRINT 


New hope 


HE history of corrections in- 
Tenas much dismalness, gloom 
and despair, and a long history 
of the degradation of the rights 
and humanity of both inmates and 
staff. So it is understandable that a 
young, bright, concerned—vet naive 
and unknowledgable—person such 
as Ms. Wellington would view the 
Federal Center for Correctional Re- 
search with a highly jaundiced eye. 

For those that are still with hope, 
this unique institution raises. the 
vista of providing up-to-date and 
excellent psychiatric care for that 
percentage of Federal offenders who 
are mentally ill at some point dur- 
ing their incarceration, In addition, 
the research segment of the institu- 
tion has as its mission research into 
effective correctional programs— 
those that effectively assist inmates 
in working their way out of being 
wards of the state and into being 
effective, honest, and productive 
private citizens able to live a life of 
their own. 

The mental health program with 
140 beds in three units (adult male 
—64 beds, young male—38 beds. 
female—38 beds) will serve as an 
acute treatment center (usually de- 
fined as less than 6 months) for 
those prisoners in Federal correc- 
tional institutions along the East 
Coast. It will also coordinate with 
the mental health services already 
provided in these institutions so that 
an inmate requiring psychiatric serv- 
ices will have an excellent. oppor- 
tunity to receive appropriate services. 


Dr. Groder is Program Development Co- 
ordinator of the Federal Center for Cor- 
rectional Research, Butner, N.C 


By Martin G. Groder, M.D. 


for mentally ill Federal offenders 


The major difference between 
Butner and the mental health serv- 
ices provided in our present institu- 
tions is that Butner is heavily staffed 
with psychiatrists, psychologists, 
psychiatric nurses, social workers, 
and specially trained correctional 
counselors; Whereas, institutions in 
general, are minimally staffed in this 
arca. Therefore, the staff can provide 
more direct and varied kinds of 


treatment on an individual basis. 
Ms. Wellington brings up the 


specter of electroshock therapy, 
which is a recognized treatment for 
severe depression. I, personally, 
have never—either in my prison 
work or in my private practice 
found a necessity to use electro- 
shock therapy nor do I ever con- 
template having to use it because 
of the availability of alternative 
psychotherapeutic methods and anti- 
depressant medications. However, 1 
did not wish to rule out the possi- 
bility that one or more reputable 
psychiatrists that I might recruit 
would have routinely—in a civilian 
practice—used electroshock therapy 
for depression and, thus, rule out 
the possibility of his using his best 
medical judgment in such cases as 
might be appropriate, 

The research center with 200 beds 
in four 50-bed units will not be 
specifically interested in the prob- 
lems of the mentally disturbed as it 
might appear from her article. In 
fact. mentally disturbed individuals 
will not be considered for this pro- 
gram as what we are essentially at- 
tempting to research is as follows: 
[7 Does volunteering for a program 
that is presented as helpful in and 


of itself indicate or produce any dif- 
ference in probability of successful 
outcome? This is the reason for hav- 
ing a control group of individuals 
who do not have the opportunity to 
volunteer nor do they know that 
they are being followed. In regard to 
this, the follow-up will be purely 
from the computerized records that 
already exist on all Federal prisoners 
and will include no information that 


is not already currently kept in such 
files. It will be done this way in 


order to keep track of the prisoners 


and their cummulative activities dur- 
ing the course of their incarceration. 


C] When an individual is offered the 
opportunity to volunteer for a spe- 
cial, intense rehabilitation program, 
does turning it down in any way in- 
dicate or change probable outcome? 
Research in this matter would be 
completely invalid if in any way his 
turning this opportunity down would 
prejudice parole or his chances to 
be in other types of programs. There- 
fore, in no way will this failure to vol- 
unteer be reflected in an individual's 
record or presented to anybody— 
such as parole board—that might at 
à future time be considering him for 
favorable or unfavorable action. 

M Those individuals who do volun- 
teer and do not get the opportunity 
to come for these programs may, 
in fact, arrange better programs for 
themselves heuristically from those 
programs available at the institution 
or institutions that they are assigned 
to during the course of their incar- 
ceration. Again, it remains to he 
determined whether their progress 
will be any different from these who 
actually do come to Butner 


continued 


On the positive side, they have 
decided upon one of four planned 
research projects. The program will 
include group therapy sessions that 
use transactional analysis and the 
Synanon confrontation game (some- 
times called attack therapy). Such 
methods were employed by Dr. 
Groder at the Federal prison in 
Marion, Ill., under the Asklepieion 
Program. 

In transactional analysis, the pa- 
tients in the group learn to analyze 
their own behavior on four levels. 
First, they learn to understand their 
behavior as a reflection, at different 
times, of three ego states: parent, 
child, and adult. Secondly, they ex- 
amine one transaction (stimulus- 
response) and identify the ego state 
of each participant in the trans- 
action. Thirdly, they learn to recog- 
nize a game, that is, a series of 
transactions with ulterior motives, 
having a gimmick that leads to a 
reward. Finally, in Script analysis 
one looks for the patient's script or 
unconscious life plan. By divining it, 
one may understand what events in- 
fluenced the position taken by the 
patient and what he views as the 
pay-off of the game he plays. 

The point of the discussion is to 
help each individual understand his 
behavior and to encourage the adult 
(ego state) to abandon the games 
and script of the parent or child. 
This abandonment should move him 
toward the position of “I'm OK, 
you're OK." Once the patient's be- 
havior improves, the therapist may 
discuss the underlying problems, 
which is the starting point of Freud- 
ian analysis, 


BUTNER: A VAGUE BLUEPRINT 


Some prisoners view the Marion program as an 
attempt to discourage political activism 


At Marion, Dr. Groder found that 
while the prison inmates responded 
to the transactional method, ad- 
vancement was hampered by a char- 
acteristic of the sociopathic person- 
ality that is also the cornerstone of 
the inmate code, making fools of. 
This trait leads inmates to fake par- 
ticipation, and to make light of any- 
thing and everything that occurs. To 
Overcome this stumbling block, Dr. 
Groder uses the Synanon confronta- 
tion game or attack therapy. 

Basically, the group will turn on 
one of the participants and verbally 
tear him to shreds, pointing out all 
of his faults and deriding his weak- 
nesses. The purpose of this action is 
to strip the individual of his false 
exterior, to break through to the real 
Person. According to Dr. Groder, 
the game worked well at Marion. 

Since the other three research 
Proposals have not been decided 
upon, the mental health program has 
not been detailed. With none in 
Operation, it is impossible to evalu- 
ate their effectiveness and respect 
for the individual. While the pro- 
gram outlined above appears benign, 
the Federal Prisoners’ Coalition at 
Marion—the members of which did 
Dot participate in the Asklepieion 
Program—did not view it that way. 

From their Perspective, the pro- 
gram at Marion was an attempt to 
discourage political activism by in- 
mates and to encourage them instead 
to conform to the prison system 
which, in their minds and in the 
minds of some Persons outside, is 
brutal to prisoners, They view a 
whole center devoted to such tech- 
niques with even greater alarm. 


Prison officials vehemently deny 
that psychiatric programs have been 
used at Marion or will be used at 
Butner to neutralize political activ- 
ism, or that prison troublemakers 
are transferred into psychiatric pro- 
grams in order to separate them 
from the apolitical prison popula- 
tion. However, in a suit to enjoin the 
continuation of Project START at the 
Federal mental facility at Spring- 
field, Mo., a psychiatrist testified 
that the practice of transferring 
troublemakers to Springfield by de- 
nominating them insane was com- 
mon. Thus he confirmed, to i 
degree, the allegations of the pris- 
oners. 

Inextricably linked to the concern 
for the therapeutic method is the 
concern for the procedure used to 
select the mental health and research 
populations. Butner will receive pa 
tients for the mental health units via 
referrals from the Federal peniten- 
tiaries. Two points remain unclear: 
whether an inmate, once referred, 
must go as they do in routine trans- 
fers; and what kind of pressures 
might be brought to bear to gain 
consent, if required. 

Until recently, the selection of re 
search population was even m. 
unclear. A year ago the director O 
the Bureau of Prisons stated that 
the inmates will not necessarily be 
volunteers. This past June, the new 
director of Butner stated that selec- 
tion will probably include a volun- 
tary element. In August, however, 
he informed me of a detailed volun- 
tary selection procedure that is still 


awaiting final approval at the 
Bureau. 


continued 


Those volunteers who are en- 
abled to come to Butner will be 
randomly assigned to one of four 
different programs. These programs 
will follow the same basic adminis- 
trative guidelines. They will be 
humane and also follow a set of 
ethical guidelines that we are in the 
process of establishing. Besides be- 
ing carefully researched, all pro- 
grams will involve a great deal of 
direct contact between staff and in- 
mates, and involvement of inmates 
in their own program so that staff 
and inmates work together to achieve 
mutual goals. 

Each inmate in a program will be 
assisted in achieving goals in those 
areas that he and the staff agree 
have interfered with his success in 
the community in the past. Some 
typical areas of deficiency might be 
vocational, educational, charactero- 
logical, family, social awareness and 
responsibility, motivational, drug 
abuse and others. 

The four programs will be dis- 
criminably different theoretically and 
in practice. In fact, we have pre- 
liminarily selected two programs, 
one of which she briefly described— 
the Asklepieion program that uses 
transactional analysis and the Syna- 
non-type therapeutic community that 
emphasizes group methods. Another 
program that is in the process of 
being processed through our various 
reviewing bodies is based on the 
one-to-one facilitative counseling 
and human resource skills develop- 
ment training methods originated by 
Dr. Robert Carkhuff. 

The other two models have not 
yet been determined, although there 


These reports are very biased and are designed 
to create a negative kind of opinion 


is a search in process for two addi- 
tional discriminably different models 
that have been used in either a com- 
munity or prison setting with the 
kinds of people we would have in 
our programs and which have ap- 
peared successful in at least one 
instance in the past. 

The Asklepieion program at 
Marion was at all times a voluntary 
one in which a variety of inmates 
participated for varying periods of 
time. A percentage of the inmates at 
Marion who did not become in- 
volved in Asklepieion have been 
angry at me and the men in it for 
demonstrating that prison was not 
the end of the road—that it was 
possible for a man to get himself 
together and improve himself in a 
self-help program of this type to 
such an extent he did not need or 
want to live a life of crime and 
desolation in prison for the rest of 
his life. 

Specifically, a small number of 
politicized prisoners have written up 
a series of different propaganda 
documents consisting of lies, half 
truths, distortions, and some fact. 
These reports are very biased and 
are designed to create the most 


negative kind of opinion about 
Asklepicion and the Bureau of 
Prisons. 


They are using the principle of 
the Big Lie that politicians of vari- 
ous persuasions have used histori- 
cally when facts fail them, and they 
wish to play on people's natural 
tendency to believe there must be 
some truth in anything as long as it 
is written down—especially if it gets 
repeated. These pseudo-documents 


claiming brainwashing, torture, psy- 
chosurgery and variety of degrading, 
dehumanizing and incredible pro- 
cedures—which have not been used 
and would not be used—have been 
circulated to a credulous public. 
Also, a number of them have been 
snapped up by non-prisoners of 
similar political persuasion as docu- 
mentation of their worst fears. 

Some civil libertarians, such as 
Ms. Wellington—due to their lack 
of acquaintanceship with the reali- 
ties of the Federal Prison Service— 
quite naively tend to lend some 
credence to these reports. To be 
specific, a voluntary, self-help, ra- 
cially mixed program such as Askle- 
pieion using methods adopted from 
programs (Synanon and transac- 
tional analysis) known to be helpful 
to non-prisoners is a far cry from 
the fascist, racist, brainwashing pro- 
gram with which would-be propa- 
gandists would like to scare their 
audiences. 

In the area of procedural safe- 
guards—as I understand the current 
policy of the Department of Justice, 
Bureau of Prisons—each prisoner is 
a ward of the Attorney General. As 
such, the Attorney General dele- 
gates to the director of the Bureau 
of Prisons the authority to designate 
the appropriate institution for each 
prisoner. One of the primary losses 
in the status of being a prisoner is 
the choice of dwelling. 

However, as outlined in her arti- 
cle and above—vis-à-vis the Butner 
project and many other special pro- 
grams in the Bureau of Prisons— 
the element. of voluntarism does 
enter to varying degrees. But this is 


continued 


Using a computer print-out of 
11,000 names of inmates from the 
East Coast, the Butner staff will 
ultimately select 200 people, repre- 
senting a cross-section of the East 
Coast population. However, there 
will be certain required attributes: 


* They must come from an area 
that offers sufficient facilities to 
assure follow-up care. 

* There will probably be an upper 
and lower age limit. 

e Eachinmate must have a remain- 
ing sentence of at least 11^ to 3 
years before he is eligible for 
parole. 

* They cannot be psychiatrically ill. 

* They cannot be members of orga- 
nized crime or have been con- 

victed of tax offenses. 

The research population is to con- 

sist only of males. 


Once the staff has a Sufficient 
number of inmates who fit all of 
these categories, they will divide the 
group in half. One-half will be in- 
vited to come to Butner; the other 
half, unknown to them, will be ob- 
Served throughout their remaining 
sentence and while on parole, to see 
how their progress compares with 
those who do 80 to Butner. They 
are, as it were, the control group. 

Prisoners who are invited to come 
may decide independently if they 
want to or not. They will receive a 
brochure delineating the programs 
at Butner, the ethical guidelines, and 
the center's facilities. The brochure 
will not attempt to coerce acceptance 
by suggesting that participation will 
be looked on favorably at parole 
time. Those who refuse will become 
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These plans have not been released in writing 
for public examination 


part of the control group. If the staff 
does not receive 200 acceptances, 
they will—according to Dr. Groder 
— merely seek other names and re- 
peat the same procedure. 

The articulation of the procedure 
and the freedom of choice offered to 
the inmates are commendable, and 
avoid many past abuses at other fa- 
cilities. However, the observation of 
the control group members without 
their knowledge, especially if these 
observations become part of their 
prison records, raises questions 
about the invasion of the inmates? 
right to privacy. 

The right to leave the program 
represents another problem. The 
Bureau has already determined cer- 
tain policies regarding the length of 
Stay at Butner. As a general rule, 
no patient in the mental health unit 
will remain longer than 3 to 6 
months. In no case will the center 
Provide custodial care for chroni- 
cally ill patients. On the other hand, 
à research subject's Stay will be lim- 
ited only by the length of his original 
Sentence. No prisoners with indeter- 
minate sentences will be admitted. 
These policies obviate the possibility 
of staff members using the threat of 
indefinite incarceration to control 
the prisoners’ behavior, 

However, they do not give an in- 
mate the right to leave if he finds 
the programs repugnant. The Bureau 
IS Now giving preliminary considera- 
tion to a procedure wherein a pris- 
oner may leave within a week to a 
month after his initial decision that 
he does not Want to remain at But- 
ner. He would then be sent back to 
the prison from which he was trans- 


ferred. 

Because Butner will not open for 
another year, many vital questions 
about the nature of the program and 
its procedures are still vague and 
undecided. Thus, all but the most 
close - minded must adopt a wait 
and see posture. However, those 
concerned about the possibilities of 
abuse stemming from the virtually 
absolute authority of prison officials 
over the inmates—some of whom 
present tremendous challenges to the 
staff's patience and humanity—must 
pressure the Bureau to open its plans 
and activities to public scrutiny. 

The new director, as a member of 
à suspect and beseiged bureaucracy, 
has certainly made an effort in this 
direction, but it is ultimately up to 
the public to demand information 
about Butner. Journalists, civil liber- 
tarian groups, such as the American 
Civil Liberties Union, and private 
citizens should continue to probe be- 
hind Bureau of Prison press releases 
in order to counter the natural tend- 
ency of those at the Bureau and a 
Butner to present their plans an 
actions in the best light. 

Finally, the Bureau should adop 
procedural rules for admittance an 
release, and standards of treatment 
that comport with the basic concepts 
of fairness and decency. These A 
should be specific and codifie ， 
rather than stated as general philo- 
Sophical principles. Certainly, the 
present proposals are steps in ins 
direction; however, these plans have 
not yet been officially approved no! 
have they been released in writing 


for public examination. This should 
be done. m 


at the choice of the director and/or 
his agents, and is a humanization of 
the basic mandate of the court that 
creates the wardship of the prisoner. 
In the case of the mental health 
units, we will exclude any cases be- 
ing transferred to Butner who do 
not, in fact, have a specifiable psy- 
chiatric disorder that can be taken 
care of with short-term, highly 
staffed, intensive psychiatric treat- 
ment. That is, we will avoid becom- 
ing a dumping ground for a variety 
of behavioral problems, obnoxious 
people who wear out their welcome, 
and political dissidents who have 
irritated their custodians. 

As I said before, we will be very 
careful to avoid having anyone know 
anything about non-participant con- 
trols that would in any way, be 
either a benefit or detriment to them. 
For this would reduce the value of 
their being a control and, in any 
case, would be grossly unfair. We 
will be allowing prisoners who. 
either initially or later on, find that 
they no longer wish to participate 
in their assigned program the oppor- 
tunity to return to the regular insti- 
tution from which they came. 

The major reason for time delay 
is to insure adequate opportunity 
for thought and discussion of this 
important decision, and also because 
of the expense of a premature 
transfer should the man transferred 
change his mind again. At Marion, 
since the Asklepicion program was 
only a small part of the institution 
(5-10 percent), we followed a pro- 
cedure of using only a 24-hour de- 
lay. That way. if à man—on any 
particular day—decided he wanted 


matter of public record 


out of the program, we only asked 
that he sleep on it. Then if he still 
wanted out in the morning, he would 
be relocated in one of the regular 
units in the institution that day. 

Our hope for the research pro- 
gram is that we will be able to 
delineate these four different types 
of programs in such a way as to 
make it clear what is worthwhile in 
each of them. In turn, this informa- 
tion will be used to create a variety 
of training and administrative pack- 
ages that will enable other correc- 
tional people to institute those of 
the programs that might prove use- 
ful and helpful in their own institu- 
tions. One of the great cries of both 
correctional administrators and in- 
mates concerns the dearth of useful, 
helpful, and effective rehabilitation 
programs. Consequently, we decided 
to attempt to fill this most crucial 
gap first. 

I'll now outline the layers of re- 
view for both programs and pro- 
cedures. First, there are the local 
institutional committees which I, as 
warden designate of the institution, 
head. These preliminarily screen out 
most of the defects in program pro- 
posals, research, etc. We also have 
a group of voluntary consultants in 
local universities 一 Duke University, 
the University of North Carolina at 
Chapel Hill, North Carolina State 
University at Raleigh, and East 
Carolina University at Greenville— 
that review the entire program in its 
various aspects and advise us in 
their areas of specialized interest and 
expertise. 

Subsequent to that, a program, re- 
search or administrative proposal is 


We have made all the appropriate documents a 


processed through appropriate com- 
mittees at the management level in 
the Bureau. Finally, when all these 
many individuals and committees 
have reviewed these materials, | 
have the opportunity to present a 
honed-down version to the Execu- 
tive Board of the Bureau of Prisons 
headed by the Director, Mr. Nor- 
man A. Carlson. This board is com- 
posed of various assistant directors, 
including the medical director who 
is an Assistant Surgeon General of 
the United States. 

One of the reasons J have, at 
times, been hesitant to commit the 
institution on one or the other policy 
is that this review process takes 
many months. Further, we have fol- 
lowed an open policy with jour- 
nalists, congressional and senatorial 
aides. As such, we have made all 
the appropriate documents a matter 
of public record and freely available 
ito interested, responsible parties, 
such as Ms. Wellington. The institu- 
tion itself—when operational—will 
be open to interested segments of the 
public in a variety of ways. And I'm 
sure that this opportunity will be 
utilized by the entire spectrum of 
possible interested parties. 

Finally, 1 appreciate the concern 
of Ms. Wellington and others and 
invite their continued observation of 
our plans and operations as we pro- 
ceed. | am positive that they will 
find their fears to have been un- 
founded. If we are as successful as 
I hope to be, we will have demon- 
strated the kind of humane and ef- 
fective correctional system here at 
Butner that we all might hope 
for. WM 


The ForgottenVictim 


An Exclusive Report on the Families of Prisoners 


By P. Wingfield Perry 


F he were dead, Td have a better 

break." This is how one wife and 
mother summed up her experience 
resulting from the incarceration of 
her husband. 

She, her family, and other similar 
families constitute the forgotten vic- 
tim of a crime. The most obvious 
victim, of course, is the person 
against whom the crime is com- 
mitted. The other victim would be 
the perpetrator himself. Although 
the criminal may not be thought of 
as a victim, he frequently is one of 
extreme poverty, unemployment, 
mental illness—circumstances that 
may have contributed to his or her 
behavior against society. 

But it is the families of the incar- 
cerated that we are chiefly concerned 
with here. These families, largely 
forgotten by society and with few 
specific services available to them, 
may be the most important force 
in rehabilitating the offenders of to- 
day and reducing the number of 
tomorrow's offenders. 

In discussing the effect of incar- 
ceration on the family, one judge 
said that the importance of the fam- 
ily and its structure (in rehabilitating 
the criminal) camnot be overesti- 
mated. Yet, these important families 
face stresses in almost every facet 
of their lives, which can be directly 
related to the arrest and incarcera- 
tion of a family member. 

One stress area lies in community 
reaction to an individual's incarcera- 
tion. According to another judge. 
the reaction of the community at 
large is one of indifference and 
avoidance. We are taught to reject 
the criminal. And he cited the media 
as a factor in perpetuating the re- 
jection. 

The community systematizes its 
rejection in many places by pro- 
hibiting the granting of licenses for 
cab drivers, barbering. and other 
forms of public employment to an 
ex-convict without consideration of 
his rehabilitation. Obviously, laws 
such as this have an effect on the 
ability of his family to function as a 
viable unit. In many cases, the re- 
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jection also carries over to them in 
the form of avoidance and isolation. 

The reaction of the immediate 
family and friends may vary accord- 
ing to the social structure in which 
they are functioning. One mother 
felt, for example, that her child's 
experience with drugs was just a 
phase they go through and thought 
the police should have taken him 
away sooner. 

This family lives in a very poor 
section of their city; there is no 
father in the home; and the mother 
cares for children of other members 
of the family. All the family and 
friends were aware of the problem, 
as were siblings of the just a phase 
concept on their mother's part. To 
be fair, one must consider the ex- 
treme poverty, filth, and hopelessly 
neglected community area in which 
this family had to live. Perhaps, 
under these circumstances, it is just 
a phase. 

In another family, the approach 
to the child's drug experience and 
incarceration was much different. 
No one outside the immediate fam- 
ily was told anything. The child was 
described as being away at school. 
Siblings expressed resentment, say- 
ing, “He didn't have to do that. . .” 
But they had high hopes that he 
won't embarrass us anymore. 

“Why, why would a man do such 
a thing?" one wife asked in express- 
ing the bewilderment she felt during 
the early period of her family's prob- 
lems. "I almost hated him when he 
was out on bond . . . we couldn't 
communicate," she said, indicating 
the resentment she felt toward him 
at the time. 

Some families seem unable to 
make even minimal plans about the 
future while awaiting sentencing, 
even though they know jail is defi- 
nitely in the future and that they 
will be unable to manage financially. 

The blind, sick wife of one man 
convicted of murder was found liv- 
ing in rags and filth, virtually help- 
less. She was unable to shop, clean, 
or cook. Her dog had recently had 
a litter of puppies that was also in 
the apartment. Neither husband nor 
wife had made arrangements for the 
fact that this woman was incapable 


of being alone. When asked by a 
volunteer what she might want com- 
municated to her husband in terms 
of her needs, she said, “Just tell him 
I miss him." 

In the middle-class family, main- 
taining secrecy becomes a strong 
motivator and tends to increase the 
burden of having a family member 
incarcerated. One wife said, “I didn't 
tell any of my friends (because they 
might feel) where there's smoke 
there's fire. I had no one to talk to 
at all... . I didn't want to burden 
the children when there was nothing 
they could do to help. Keeping them 
from knowing is almost like hiding 
out." 

“My whole world shattered," one 
woman commented in describing her 
initial reaction to the arrest of her 
husband. “I panicked . . . it was a 
terrible feeling.” 


HESE reactions can have far- 

reaching effect on the future of 
the whole family. One incarcerated 
man described the emotional state 
of himself and his family as so 
traumatized that I lost my business. 

Later, when calmer and more ra- 
tional, he and his wife realized they 
could have managed more intelli- 
gently and perhaps saved the busi- 
ness, which had been quite prosper- 
ous. As a result of losing the busi- 
ness, his wife (from whom he was 
divorced) and children no longer 
received support payments and had 
to adjust their life accordingly. For- 
tunately, the wife was a teacher al- 
ready employed, and public assist- 
ance wasn't necessary. 

His current wife, however, had to 
take a job to support herself and 
move to a less expensive place. 
Friends helped to some extent in the 
beginning, but many drifted away as 
time passed, leaving her to manage 
as best she could. 

In an impulsive effort to obtain 
the best legal help for their father. 
another family sold both house and 
furniture to obtain money for a 
lawyer. This family has had serious 
housing problems ever since in find- 
ine reasonably priced housing for 
large families on welfare. 


continued. 


11 


Another woman tells of her in- 
ability to meet the residency require- 
ments for even emergency assist- 
ance. As a result, it was necessary 
for her to move; she was out of 
money and food and, because of 
her desire to keep the matter secret, 
could not ask friends for help. So, 
without money and with a gasoline 
credit card, she and the children 
drove several hundred miles through 
the night to a relative's home in 
another state. 

"What do you want me to do 
about it?" said a creditor, when one 
wife tried to explain her financial 
problems. This family had made 
several financial commitments be- 
fore the crisis, and she ended up in 
court because of her inability to 
meet these obligations. 

Adjustment to the absence of the 
incarcerated family member also 
presents problems. “It makes you 
feel so dependent having friends do 
things for you . . . it makes you feel 
low to be on welfare." This woman 
was trying to describe her adjust- 
ment to her husband's absence. She 
went on, “I’m very lonely . . . I still 
Cry .. . it’s embarrassing to Say your 
husband's in jail." Discussing the 
sexual frustration of a wife trying to 
be faithful, she said, with some em- 
barrassment: “You get mighty sexy 

. in prison, the men masturbate, 
but well, this is too degrading.” 

Another wife says she handles sex 
by trying not to think about it; keep- 
ing busy. She feels loneliness and 
frustration are the most difficult as- 
pects of her husband’s incarceration 
and that there should b i 
visiting rights. 

One judge Opposed this concept 
because it would be degrading to 
the women. “You must ask,” he 
said, “who will pay for the resulting 
children?” 

The adjustment of the children to 
the absence of the father also pre- 
sents problems. “They cry every 
time they leave Daddy,” one mother 
indicated in reference to taking the 
children to visit the father. 

One father felt his children would 
rather not come. He described his 
15-year-old son sitting rather for- 
lornly in the front yard. His mother 


e conjugal 


asked what he was thinking about 
and he responded, “I wonder what 
really happened with Daddy.” 

“The image of the father is shat- 
tered,” said another father. “Prison 
creates a mind barrier for the whole 
family.” He described one visit 
where his son asked for 25 cents 
for the coke machine and he (the 
father) couldn't provide it because 
of rules against possessing money. 
"They (the children) don't under- 
stand things like that," he said. 

One professional in the correc- 
tions field said that when fathers are 
incarcerated, most kids are shocked 
beyond the point of assimilation . . . 
they don't face it. Any possibility oj 
a positive identification with the par- 
ent is almost invariably destroyed. 
It's impossible for them (the chil- 
dren) to comprehend." 


T higher up the class ladder the 
family, the less likely it is that the 
children will be told. In the lower 
class, if they are old enough to un- 
derstand, the children may be told 
in a straightforward way: “Daddy 
did something bad and has to go to 
prison for a while." In the middle 
class, if the crime has not resulted 
in publicity, an effort is made to con- 
ceal the fact. If it is known to the 
children, they are frequently ex- 
pected to keep it as quiet as possible. 

Visiting facilities are usually in- 
adequate in terms of space, and 
there is nothing for them (the chil- 
dren) to do. There is no opportunity 
fora private family talk. In addition, 
the prison is frequently too far from 
home, and involves a great deal of 


expense and effort for the family to 
get there. 


Most families expressed concern 


about what will happen when the 
incarcerated person comes home: 
"I worry about becoming too inde- 
pendent, about his reactions, about 
discipline of the children . . . the 
baby doesn’t even know him . . . 
Who is going to hire an ex-con?" 
According to one professional, the 
man in the house rule applies when 
the husband does come home, if the 
family is receiving assistance. Con- 
Sidering the job opportunities for ex- 


convicts, it can place a financial 
burden on the family if he does 
come home. in addition to their 
other burdens. M 

“I can't go through that again," 
one wife said, expressing her worry 
about his coming home. “All the 
children have an emotional block 
about him . . . as far as they are con- 
cerned, he can stay away." 

Another woman said, “I wouldn't 
know how to adjust to living with a 
man after all this time." 

The effect on the families of 
women prisoners is, in many Ways, 
more complex. One authority, who 
has worked extensively with women 
prisoners across the Nation, com- 
mented, “Relatives usually have cus- 
tody of the children, because the 
woman is unmarried or separated. 
They usually get aid for depend- 
ent children—something desperately 
needed for their own survival and 
well-being.” 

She cited families she had worked 
with living at virtually starvation 
level in unbelievable shacks. This 
can create ambivalences about the 
return. of the mother. “Further- 
more,” she explained, “the children 
develop substitute mother figures. 
This tendency is aggravated, in 
many cases, by the extreme distance 
of the prison from the family or by 
the archaic atmosphere for visiting. 

As with the men, the families of 
women are likely to tell the truth 
to the children and others if they 
are in the lower economic class, but 
likely to conceal it and use aliases 
if they are in the upper economic 
classes. 

“Teenagers invariably act out 
shortly before mother gets home— 
playing hooky, involvement with 
dope, calling themselves to the at- 
tention of youth authorities. The 
little ones cling, perhaps wet the bed, 
or exhibit general unhappiness,” one 
family counsellor said in explaining 
the effect on the children of women 
offenders. “Almost every family I 
have worked with,” she went on, “has 
a major problem such as extreme 
poverty or alcoholism that seriously 
affects family life.” 

One volunteer made numerous 
calls on behalf of a woman prisoner 


whose children had been left in the 
care of her husband. The husband 
repeatedly assured the volunteer that 
the children had been registered for 
school, that he was getting assist- 
ance, etc. All of this turned out to 
be false, however. The husband had 
a drug problem, and the children 
were being neglected. 

Referring to the future on the 
outside, a woman prisoner said, 
"Prison twists you emotionally . . . 
leads to mental problems." She also 
said that my family stuck by me, 
but she did not want to go home to 
them when she got out because there 
is too much explaining. 

The Women's Prison Association 
& Home, New York City, in 1972 
described the plight of the children 
of women offenders in this way: 


Twenty-five (out of 123 consid- 
ered) had been abandoned (not 
necessarily voluntarily) by their 
mother at some time; 18 suffered 
inadequate care because of emo- 
tional problems in the home; 12 
were endangered by adverse en- 
vironment circumstances (such as 
inadequate housing or poverty): 
six were emotionally neglected; 
and seven were living with incom- 
petent or immature adults (pos- 
sibly too old or ill). 


WHAT IS BEING DONE? Considering 
the limited funds, lack of trained 
People and constructive public in- 
terest, there is a remarkable amount 
of work being done that touches on 
the plight of these families. Consid- 
ering the need, however, the absence 
of Activity is appalling. 

The Visitors Service Center is an 
example of a volunteer organization 
in the Washington, D.C.. area serv- 
ing a very humane function. This 
understaffed organization functions 
as a communicator between pris- 
Oners and their families or lawyers, 
and accompanies them to court. 

f It is a vital function, as commu- 
nication with the outside world while 
M prison is at best difficult—difficult 
for the prisoner because of limited 
visiting hours, censored correspond- 
ence, limited phone calls . . . difficult 


for the family because of limited 
funds, lack of babysitters, incon- 
venience in relation to job schedules. 

Their records are laced with sim- 
ple, human requests, such as find out 
if my children are in school, tell my 
sister to bring my clothes, go to the 
mailbox and get my check so I can 
sign it over for the kids. 

EFEC (Efforts From Ex-Convicts) 
attempts to obtain jobs for ex-con- 
victs and assist families in their 
various needs while a member is in 
prison, specifically by making con- 
tacts with various government agen- 
cies, lawyers, and others. 

The Washington Pretrial Justice 
Program, American Friends Service 
Committee, has published a very 
valuable booklet for the arrested 
person that describes what to ex- 
pect, what to do, rights of the ar- 
rested person, where to go for help. 
An attempt is being made to see that 
every arrested person gets this. 

Other organizations such as the 
Bureau of Rehabilitation, National 
Capitol Area, work directly with 
offenders running halfway houses, 
drug rehabilitation programs, job 
services, and other related programs. 

One America, Inc., is a unique 
consulting firm that undertook a spe- 
cial, intensive pre-release counseling 
program for women offenders in 
various parts of the country. Close 
relationships between staff and in- 
carcerated women and their families, 
image building, new problem-solving 
methods were some of the points 
emphasized in assisting the women 
offenders with no small degree of 
success. 

Valuable though these services 
are. none exists with the idea that 
the family of the offender is the 
primary recipient of the service. 

Under an LEAA grant, Lorton Re- 
formatory has been operating The 
Family Counseling Program for 
Prison Inmates and Their Wives. 
Some of the objectives of the project 
are e preserving and or stabilizing 
the marriage of the incarcerated in- 
mate, e strengthening the family 
unit so it can better cope with com- 
munity stresses when the husband 
returns. e reducing the likelihood 
the husband will participate in fur- 


ther crime after release, and e pro- 
viding assistance to families experi- 
encing difficulty because of the hus- 
band's incarceration. 

The program as it now functions 
allows a husband and wife to par- 
ticipate for 13 weeks, usually near 
the end of his release. These families 
feel the program is helpful and 
would like to be able to participate 
beyond that time. 


WHAT DO THE VICTIMS WANT? 
Many of the families feel there ought 
to be some alternative to the present 
prison system. One wife explained, 
"They shouldn't be in prison; it will 
make them more angry." She also 
expressed the desire for babysitting 
when you visit and more contact 
with other wives. For her husband 
she said, “Even rap sessions would 
help . . . they need to analyze them- 
selves . . . to think about their lives 
and future hopes." 

Incarcerated men expressed the 
need for enlarged family services 
and more continuing psychological 
services. Also wanted were simple 
things such as dinner with families 
on Sunday or the opportunity to go 
to church with them. 

One man said, "Prisons are not 
designed for the psychological wel- 
fare of inmates or families . . . the 
main concern is security . . . they 
don't care if you're worse when you 
come out." Another felt that the 
whole basic system must be changed 
drastically. "Trappings aren't. im- 
portant," he stated. 

Some women expressed the feel- 
ing that halfway houses were halj- 
way to nowhere, because of the 
frustration of proximity to family 
and concurrent restrictions On re- 
assuming their role in the family. 

One woman in a halfway house 
cited more training for those in 
charge as a priority item. She also 
felt there should be counseling work 
with the whole family, because they 
(the family) don't understand what 
it is to be institutionalized, come out, 
and be expected to accept responsi- 
bility . . . the family might press too 
hard. You go to old friends, usually 
undesirable, to talk to someone 
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Almost everyone complained 
about the lack of privacy in visiting 
—and this was not in reference to 
conjugal rights—just the oppor- 
tunity to privately discuss family 
problems. 

Another woman said, “Finding a 
place to live has been the most diffi- 
cult aspect . . . it would have helped 
the Kids emotionally not to have to 
move so often . . . it's a bad life for 
a child . . . I would never have 
wanted this life as a child. They just 
growed up fast." 

A mother whose child was incar- 
cerated as a result of his involve- 
ment with drugs remarked, “There 
should be a lesson on drugs . . . how 
to watch the symptoms. I didn't 
know what to do or where to go.” 

One young mother complained 
about all the visiting facilities she 
had experienced: “At D.C, Jail, you 
talk through a screen—the noise is 
unbearable. Lorton is too con- 
gested.” She also believes in con- 
jugal visiting rights and suggested 
strongly that there should be a uni- 
form code of prisoner rights for 
Federal offenders, 

Education—more of it, realistic 
job training, and more training for 
those in charge of the system were 
constantly and forcefully mentioned 
by those incarcerated and their fam- 


ilies. More visits from the public 
were wanted also, 


WHAT DO THE PROFESSIONALS 
WANT? The director of a halfway 
house in Washington, D.C., said 
that there are two factors of primary 
importance in rehabilitating the of- 
fender: "Employment is number 
one, and family relationships are 
number two; 85 to 90 percent of all 
incarcerated individuals have family 
problems, Incarceration worsens any 
destructive influences of the famil 
and weakens any strengths it has. 

He felt the public should Visit 
institutions more, and this might 
avoid putting on a show for the 
public. He also thought that some 
kind of redistribution of income, 
such as the guaranted annual wage 
or an across the board minimum 
wage, is essential. 


Most of those in prison are un- 
skilled and must take jobs as labor- 
ers, porters, and the like—jobs that 
usually do not supply a living wage. 
In this area, the director considered 
more realistic job training to be an 
important key. For example, it is un- 
realistic to train a former addict to 
be a nurse’s aide because, when his 
drug history is known, it is unlikely 
that he will be able to get a job. 

The director of a drug rehabilita- 
tion program cited the necessity for 
pre-release counseling, which would 
create a smooth transition from 
prison to community. He went on 
to say that employers have the atti- 
tude that ex-cons can't be trusted 
and are reluctant to hire them. Ac- 
cording to him, this concept has no 
basis in fact. In fact, he said, “If 
they are not hired, they will return 
to crime.” 

Judge Charles R. Richey, U.S. 
District Court for the District of 
Columbia, has advocated that upon 
completion of prison sentences there 
Should be no discrimination against 
former offenders regarding work, 
education, voting, and other civil 
rights. He also strongly emphasized 
the importance of pre- and post- 
rclease counseling. 

One long-time volunteer who 
works with teenage boys said, “I 
believe in counscling—starting with 
the parent. There is more of a 
chance of getting the kid that way 
< +. compulsory counseling, if neces- 
Sary. Just hearing 5 Percent of the 
Stuff might help . . . most families 
have emotional problems that could 
be helped with counseling, and it 
should start as soon as he is ar- 
rested." 

Another judge stated that 60 per- 
cent of the males he has convicted 


come from fatherless homes... 
Matriarchal soc 


hate. He felt th 


destructive to the family and sug- 


solution 


mended incarcerating fewer people 
for shorter Periods, smaller institu- 
tions, and work release programs. 
Only 10 to 12 Percent of the prison 


population consists of dangerous of- 
fenders,” he said. 

The D.C. Council for Criminal 
Justice, in a report entitled, A Re- 
port of the D.C. Citizens Council 
for Criminal Justice, 3/3/72, rec- 
ommended a Neighborhood Re- 
source Center that would offer the 
services of caseworkers and coun- 
selors in programs of individual, 
group and family counseling; job 
placement; drug treatment and. re- 
ferral to neighborhood education, 
training and assistance programs. 


MA prisoners, families, and 

professionals felt community 
rehabilitation centers would be the 
ideal way to deal with the problems. 
The center could be in the same 
facility as the police and provide 
services to the entire family from 
the moment of arrest, One profes- 
sional suggested advocates—one for 
the children, another for the spouse, 
another for the prisoner—working 
closely with each other to help the 
family. 

The public can help, most felt, 
by becoming aware of the problems 
of prisoners and their families, as- 
sisting those existing agencies, visit- 
ing institutions so that the victims 
and the institutions know that some- 
one cares. Of course, knowledge 
gained will bring about pressure for 
positive change. ; 

Clearly, some things are being 
done, but the surface of the problem 
has barely been scratched. In order 
to attack the problems, the public 
must understand and assimilate 
statements such as this one by a 
father in jail: "Everything the in- 
carcerated person feels, the family 
also feels.” 

A mother talking about the long- 
term effect said, “Ill never be the 
same. I used to be a great organizer 
— school, music lessons, etc. 
you're putting aside someone's fu- 
ture when you postpone children's 
activities." 

And finally, most poignant of all, 
"I feel like I'm being punished for 
something I haven't done . . . when 
your husband is in jail, you're !n 
jail. too. mI 


Impressions on 


TIME 


Alfred Rodriguez, Untitled 


60268" 


Joel Gaines. 


Richard Simmons, "'The Blue Energy Coil" 


Time will rust the sharpest sword; 
Time will consume the strongest cord. 
That which moulders hemp and steel 
Mortal arm and nerve must feel. 

— SIR WALTER SCOTT 


TICK-TOCK. 

Prisons are all about time. Some- 
times they are about other things, like 
prisoners, but time is the heavy thing. 


TICK-TOCK. 

We give our institutions many sophisti- 
cated names, but just as a rose is a 
rose is a rose, a prison by any other 
name is nothing more than a prison. 


TICK-TOCK. 

Centuries ago we invented the wheel, 
and society has seemingly come a long 
way since then. We call it progress. 
Perhaps, even, there was a time when 
we called each prisoner by name, but 
we've come a long way there, too. 
Now the prisoners are all neatly 
numbered and catalogued. How 

very modern. 


TICK-TOCK. 

How regular are the strokes that 
measure our lives. But what of the 
prisoner? We build him a house, but 
cancel his dream. We give him a room, 
but cancel his freedom. We give him 
food, but cancel his appetite. We 
clothe his body, but strip his mind. 
How much beauty, how much creative 
energy, how many thoughts wait 
behind the bars while we mouth the 
phrases of rehabilitation? 


TICK-TOCK. 
That is the correct sound of how we 
want to hear things. But what of the 


prisoner? How does he hear our 
clock-oriented world? Perhaps he hears 
a different sound 


TOCK-TICK 


Bill Perry, Ji 


Joel Gaine« 


Perhaps 
he hears a 
different 
sound 


The paintings and drawings reproduced 
here were done by inmates enrolled in 
an art program at New York's Auburn 
Prison. These selected works are part 
of an exhibition entitled From Within, 
Which has been shown in major muse- 
ums throughout the country, including 
the Smithsonian Institution. The exhi- 
bition itself was organized by the Ever- 
son Museum of Art with the aid of a 
grant from Ruder & Finn Fine Arts. 
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ROM the beginning of the Adam 
Frona to the current atom world, 
society has been affected by some 
form of criminal act. Throughout 
that history, the greatest single cause 
of crime has been the economic 
wealth syndrome. In other words, 
you have something that I want; and 
if I have it, I will be okay, too. 

Corrections may be viewed in two 
different ways. One is deterrance, 
through which it is hoped to effect a 
reduction in crime rates and recidi- 
vism. The other is rehabilitation: 
helping the ex-offender to function 
effectively and productively in so- 
ciety. 

The two views are not mutually 
exclusive, but neither are they mutu- 
ally inclusive. Much of the program- 
ming and budgeting of corrections 
depend upon convincing the legisla- 
ture that the investment will be re- 
turned through a diminution in the 
economic cost of crime, But the ends 
of the first approach to the problem 
cannot be realized unless the second 
is attained as well. 

More than 100,000 convicted 
felons are released from jails and 
Prisons each year. And the economic 
wealth syndrome continues to be 
man's preoccupation and his neme- 
sis. The socially acceptable means 
to economic and social equality is 
employment; but a Pre-requisite for 
employment in many fields is the 
ability to obtain a trade, occupa- 
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tional, or professional license. 

According to a recently released 
American Bar Association study en- 
titled Laws, Licenses and the Of- 
fender's Right to Work, ex-offend- 
ers are subject to almost 2,000 
licensing restrictions in the United 
States. While job restrictions exist in 
every state, the extremes onthe scale 
are Connecticut, with 80 statutory 
Provisions against employment of 
ex-offenders and South Dakota with 
21. These statutory provisions deny 
licenses for conviction of a felony 
or of offenses involving moral turpi- 
tude; or give licensing agencies wide 
discretion to refuse licenses, such as 
the requirement that an applicant 
Possess a good moral character, 

In addition, most employers—in- 
cluding Federal, state and local gov- 
ernments—simply will not hire ex- 
offenders. Too often an ex-offender 
is unable to find any type of job, 
even one for which he had sought 
and completed training while in 
Prison. He or she is often faced with 
having to accept a menial job or 
return to a life of crime. More often 
it is the latter, for even menial jobs 
may be unavailable to the cx- 
offender, 

What do you want out of life and 
how do you get it? This question by 
an inmate in a group session was 
the Starting point in developing an 
organization. that could ask that 
question and then go about finding 
answers—a group that would de- 
velop businesses to be administered 
by the group and provide personal 
guidance and employment for its 


members. It would start with the 
premise that individual goals can be 
realized only through hard work and 
dedication, and that the reward of 
that effort will be personal growth 
and the satisfactions of social ac- 
ceptance and a sense of self worth. 

The men in that group were all 
part of a program offered in coop- 
eration with the University of Wis- 
consin and its Division of Correc- 
tions, the Wisconsin Department of 
Health and Social Services, and the 
Wisconsin Educational Opportuni- 
ties Program. 


TS goals were e to assist selected 
| inmates in Wisconsin prisons 
and parolees to gain employable 
knowledge and skills at a parapro- 
fessional level in probation and 
parole; e to give those inmates m 
parolees with sufficient interest am 
ability, a foundation of d 
courses that can be applied towar 
à baccalaureate degree; e to build a 
cadre of talented personnel to assist 
probation officers in programs of 
counseling, adjustment, and rehabil- 
itation; and e to provide academic 
counseling to those interested in 
other areas of study. : 

Upon successful completion of 
the program, participants were to 
have the opportunity to work in the 
probation field as probation aides in 
the Division of Corrections, d 
sin Department of Health and Soci 
Services. T 

Twenty-two inmates and cuf 
completed the course successfully, 


but no one was hired as a probation 
aide. It is in keeping with the basic 
reality expressed earlier. Nonethe- 
less, out of this group, 12 men— 
seeing the handwriting on the wall— 
began at the start of the second 
Semester to create an organization 
that could offer a real chance at 
worthwhile employment and some 
measure of job security. With the 
disdain for the fates that only the 
luckless can afford, they chose Fri- 
day the Thirteenth of April to in- 
Corporate. The organization was 
WAARM World (Work Aimed at 
Restoration of Men). 

As I said before, the major prob- 
lem facing the ex-offender is to find 
ang hold a meaningful job. Compli- 
— along with his status as an 

con, are the inability to deal 
om problems caused by women, 
B 5. Or alcohol; the friends or 
associates of his former life; and the 
restrictions placed on him as a con- 
dition of his parole. Since these re- 
rx oll are not imposed on other 
Dm o society, the ex-offender s 
we i üt becoming socially inte- 
o PES Mud nil. His capacity 
ds Mors for employment is with- 
placed estion limited by his being 
peers ` a society structured. with 

grading levels. of discrimination. 

i ple hades. proposes to meet 
Sin ara ems head on and in an 
Weir 3 community-based, busi- 
will He fashion. The organization 
irs aluate the self-esteem, train- 
is Und experience. goals. 
Often of the offender, ex- 
er or pre-committed offender. 


Whenever possible, it will help meet 
these needs and provide supportive 
assistance in realizing them both in 
the employment and personal 
sphere. And all this will be done 
with a realistic and business aware- 
ness that the goals of an individual 
can be met only through hard work 
and dedication. For the offender, 
the reward will be economic inde- 
pendence, personal growth, a re- 
spected status in society, and the 
personal satisfactions of accepta- 
bility and self-worth. 

The organization is directed to- 
ward providing a vehicle whereby 
ex-offenders can acquire the essen- 
tial tools to become an independently 
productive member of society. This 
can be accomplished by a gradual 
resocialization process within a busi- 
ness environment that allows a 
change in the reference group. 


HE business will run on a very 

practical concept: you must pro- 
duce. WAARM World will supply on 
a charge-back basis the supplemen- 
tary business services necessary to 
financial security. The business has 
a board of directors or stockholders 
and operates as any other profit- 
based organization. would do. The 
ex-offender, now a manager, owner, 
has as his incentive to 


or operator : 
and productive. 


become efficient 
thus reducing costs and increasing 
his income. 

The business and the person will 
be the determining factors in the 
services. provided. which may in- 


WAARM WORLD 
WILL PROVIDE 
BUSINESSES 
WITHIN WHICH 
EX-OFFENDERS 
CAN BE GAIN- 
FULLY EMPLOYED 


clude personal as well as business 
legal advice. And everything begins 
with the person. If he wants a home, 
two cars, and to be the president of 
a chain of greeting card shops, he 
can accomplish those goals with 
hard work and the desire to succeed. 

As to business opportunities, there 
are many for an organization that 
can provide local franchises, place 
inventories on consignment, display 
fixtures, lease equipment, and offer 
other needed economic services. 

WAARM World will provide em- 
ployment for applicants not just by 
finding jobs, as has been done by 
other agencies, but by establishing 
businesses within which the ex- 
offender can be gainfully employed. 
Each business will be incorporated 
separately. but the supplementary 
services—management, clerical, le- 
gal, accounting—will be available 
to all as needed. And each business 
will have its own board of directors 
comprised of community leaders and 
ex-offenders, thus assuring both 
community acceptance and offender 
accountability. 

Perhaps it is belaboring the obvi- 
ous, but most people have been un- 
willing to allow the ex-offender a 
real chance because of their pre- 
conceived ideas about the inherent 
predatory nature of offenders. Once 
we realize that most offenders have 
not only the same motivations. 
strengths and weaknesses as the rest 
of us, but also a sometimes over- 
whelming disability—their status as 
offenders—we may begin to build a 
warm world for them. B 
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p? almost 100 years there has 
been a tendency to treat all 
mentally ill prisoners as potentially 
dangerous. Yet, this is far from be- 
ing the case. In fact, I feel that most 
acutely or chronically mentally ill 
prisoners can be treated without 
hospitalization, either on an out- 
patient basis or by attending a psy- 
chiatric facility within the institution. 
Moreover, in a city or region where 
there are existing psychiatric serv- 
ices, offenders in need of treatment 
should be able to receive such help 
while on probation or parole. 
Though the practice of treating 
mentally ill prisoners in ordinary 
mental hospitals was seldom used in 
other Countries, several states in the 
United States have enacted laws that 
persons acquitted by reason of in- 
sanity could be committed to public 
hospitals. Nonetheless, many men- 
tally ill inmates continued to be kept 
in prison. Some mental hospitals 
built special annexes for criminally 
committed mental patients—those 
found incompetent to stand trial, 
found not guilty by reason of in- 
Sanity, or identified as mentally ill 
after correction. This practice was 
well established in 19th Century Eu- 
Tope in two well-known hospitals— 
Bedlam in England and Bicetre in 
France. 
i these so-called prison 
À $ proved so inefficient and in- 
"E that special institutions for 
S care of mentally ill prisoners 
ere then built. Broadmoor in Eng- 
rand, which opened in 1863, is the 
i known of such hospitals. Au- 
urn in New York is another one. 
Nune this move did not solve 
aa p o lem, as many of these spe- 
t ospitals simply became a catch- 
all for various types of mental and 
d problems. They were over- 
dio n under-staffed and, unfor- 
ies ately, detention became more or 
SS indeterminate, with almost 
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This arti 
ste icis was adapted from one pre- 
sly published in the Bulletin of the 


Americ. 
eee Academy of Psychiatry and 


everywhere a disregard for human 
rights. Also, at that time, the rights 
of the accused were not as clearly 
defined as they are today and they 
could, though unintentionally, be 
easily overlooked. 

The 1966 decision of the United 
States Supreme Court in Baxstrom, 
who was defended both by the Civil 
Liberties Union and the Legal Aid 
Society, illustrates how such hospi- 
tals create both an insoluble psychi- 
atric problem and an equally severe 
legal one. Although the Baxstrom de- 
cision affected only two specific hos- 
pitals, Matteawan and Dannemora 
State Hospital in New York, there 
is no doubt that as a result of this 
historic decision many such institu- 
tions had to review and revise their 
policies. 

When the Supreme Court of the 
United States handed down the de- 
cision that Baxstrom was illegally 
detained, some 969 patients in Dan- 
nemora and Matteawan had to be 
transferred to civil mental hospitals 
as their detention was now illegal. 
As a result, the overall population 
of these two hospitals diminished by 
39.4 percent within 6 months. 

The Baxstrom decision was only a 
first step in redefining psychiatric 
facilities in a correctional system. In 
1970, patients hospitalized in cor- 
rectional facilities in New York State 
were made subject to review boards. 
the same as their counterparts in 
civil hospitals. As such, the number 
of patients returned to ordinary 
penal institutions from Dannemora 
and Matteawan was SO significant 
that Dannemora was closed in 1972 
and the balance of its patients trans- 
ferred to Matteawan. 

At this point it should be noted 
that the impetus to reduce the pa- 
tient population in correctional hos- 
pitals came not from psychiatric ini- 
tiative but from the Civil Liberties 
Union. Legal Aid Society. and the 
establishment of review boards. We 
can assume, therefore. that in the 
vears to come the criteria for hos- 
pitalization in psychiatric. facilities 
in a penal system will have to be 
exactly the same as those that justify 
such hospitalization of free citizens. 
Any system that does not recognize 


this new and welcome reality should, 
in my view, be legally reminded of it. 

I am well acquainted with the 
classic objection—which is not new, 
but in fact centuries old—that treat- 
ment is not possible in penal institu- 
tions. I am surprised that psychia- 
trists still accept this object now- 
adays and are ready to build closed 
psychiatric correctional settings on 
the basis of it. It is particularly dis- 
concerting in view of the fact that 
when we faced similar problems with 
regard to closed mental hospitals, 
which were as dehumanizing as pris- 
ons or penitentiaries, our reaction 
was to challenge such a statement 
and dig into the reality of our mental 
hospitals. And where there was a 
serious searching for answers, these 
hospitals underwent a tremendous 
amount of change. 

On the North American continent 
there is definitely a search for these 
alternatives. It may well be that al- 
ternative solutions to prison might 
not fulfill all our hopes, but a ra- 
tional reform based on the knowl- 
edge of criminological diagnoses 
and processes, and on all available 
forms of treatment—ífrom psychi- 
atric to social welfare assistance and 
social policy reform—will do much 
to decrease the number of inmates 
in our penal institutions. Ap- 
proached in that light, penal institu- 
tions would eventually be trans- 
formed in the same way that our 
most progressive mental hospitals 
have changed over the past quarter 
of a century. 

In anticipation of these changes 
and while actively working toward 
them, we should not be afraid of 
civil liberties movements, alert citi- 
zens who demand drastic changes in 
our penal institutions, or the fact 
that we have been and will be chal- 
lenged in court about our present 
practices, including the rendering of 
psychiatric care to inmates. We 
should, on the contrary, rejoice that 
we are being challenged. And if we 
are not, we should ourselves take 
the initiative of asking for rulings 
where correctional systems refuse to 
go along with necessary changes 
based on human knowledge, rational 
policy, and human rights. @ 
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To what extent can inmates be rehabilitated ir 


By Michael J. Goldberg, J.D. 


|" is the custom of our justice to 
confine the guilty and the insane 
in the hope that they will be better 
persons when released. They are 
sent to prisons and mental institu- 
tions respectively. Simple enough. 

But what about lawbreakers who 
don’t fit even these molds for mis- 
fits? In some states, they are thought 
to be defective delinquents—persons 
who commit inadequately planned 
crimes at the mercy of their impulses 
without standard criminal intent, 
and, yet, not under the influence of 
a standard psychological disease. 

In Maryland, since such individ- 
uals seemed to qualify for neither a 
mental institution nor prison, the 
legislature opened Patuxent Institu- 
tion in 1955. The object was to get 
these people off the streets and try 
to rehabilitate them. Central to the 
program is the indeterminate sen- 
tence, or one with no maximum or 


Mr. Goldberg is a recent graduate of the 
National Law Center, George Washing- 
ton University, Washington, D.C. 


minimum limit, with the defective 
delinquent being released if and 
when he was rehabilitated. 

After an inmate (or patient as he 
is called) is committed* to an inde- 
terminate sentence at Patuxent, he 
enters what is called a therapeutic 
milieu. This is a total rehabilitative 
environment, consisting of group 
therapy, vocational training, and a 
Programmed system of incentives 
called the Graded Tier System. The 
four tier levels are distinguished by 
the number of privileges granted 
patients. 

Patients start at the first level, 
which has the fewest Privileges, and 
work their way up. These privileges 
include hours of lights-out at night, 
kinds of commissary items that can 
be purchased, type of job, freedom 
of movement within the institution, 
and increased responsibility. 


* After a felon, serious misdemeanant, or 
recidivist is convicted and sentenced to a 
standard prison term, the Maryland court 
can order the Patuxent staff to hold a 
commitment hearing to determine if the 
defendant is a defective delinquent or not. 


A patient must reach the third or 
fourth level to be considered for 
Parole or for placement in a voca- 
tional shop. Promotion and demo- 
tion within this system are in the 
hands of both Patuxent’s profes- 
sional and custodial staffs. y 

However, the delineation of this 
therapeutic milieu is seriously ham- 
pered by institutional realities. Pa- 
tients actually attend group therapy 
only about once a week. Conse- 
quently, a great deal of reliance is 
placed on the therapeutic value of 
the environment provided by their 
jobs and relationships with the cus- 
todial staff. 

The patient's first job at Patuxent 
is generally janitorial. This situation 
is not unique to the inmates here. 
But to view such as therapy is. 

Furthermore, it is not the profes- 
sional staff, but the custodial staff 
with whom the inmates spend most 
of their time. The guards need only 
have a high school diploma and be 
of good character. There is no spe- 
cial training. 

The guards and inmates at Patux- 


this Maryland institution's therapeutic milieu? 


tates be victims of the same 
EN abuse that characterizes such 
r ationships in other prisons. The 
herna curse the guards, spit at 
d throw feces at them. Con- 
hia there have been two in- 
em n which Patuxent guards 
tib seni S prison under the spectre 
iei g street drugs to inmates. 
be We eina that whatever might 
ees jme in therapy is un- 
M ji t € end of the week, be- 
nd: ^e is but a gloss on the 
ili “ard insulting guard-prisoner 
ationship? 
we these nuts-and-bolts prob- 
by Seah question of duress posed 
foie and lawyers 
To dtr rct vantage points: 
Nace Sup can a defective de- 
at the Sas coerced into treatment 
ae icis ep milieu? How far can 
er wit with encouragement to 
Bde p^ € program, considering 
tutional ric methodolgy and consti- 
al rights? 
ig therapists feel that for psy- 
Mis apy to succeed, the patient 
make a voluntary decision to 


proceed. For if he is forced to partic- 
ipate, the likely result is resentment 
of the therapist and lack of trust. 
However, a high official at Patux- 
ent rejects this formulation saying: 


When an inmate is assigned to a 
form of therapy, it is expected that 
he will attend. If he refuses, it is 
tantamount to disobeying an or- 
der, which is grounds for discipli- 
nary action. The notion that an in- 
dividual must be ostensibly moti- 
vated to receive therapy is not 
subscribed to here. . . - Only very 
rarely does the resistance to ther- 
apy reach the extreme of requir- 
ing disciplinary action. 


When resistance to therapy does 
require disciplinary action, can that 
still be considered part of treatment? 
The institutional staff would answer 
emphatically yes. 

For those who do not respond 
favorably to the Graded Tier Sys- 
tem, positive—then negative—rein- 
forcers are in order. For example. 
the inmates in disciplinary tiers are 
released from their darkened cells 


for only 10 minutes each week to 
shower. 

Potentially, the most far-reach- 
ing (constitutional) right a Patuxent 
patient might be granted is that of 
privacy. Citizens who are criminals 
can be confined and have their liber- 
ties curtailed in a constitutionally 
permissable manner. But it is not 
outlandish to suggest that the courts 
may enforce a right to privacy when 
the inmate or patient is threatened 
with a therapy that drastically in- 
trudes into his person and from 
which there is no escape. Such a 
right seems essential in a society that 
purports to tolerate freedom of 
thought. 

In the end, the rhetoric of psychi- 
atric theory only marginally affects 
the reality of institutional exigency. 
Patuxent's most obvious failure 
comes as a result of capitulation to 
the twin needs of keeping order and 
of getting custodial jobs done. And 
in these preoccupations, Patuxent 
Institution is hard to distinguish 
from conventional, albeit less arbi- 
trary, prison systems. a 
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NOTES 


Nomi nated for president and resident-elect, respectively, of the National Associ- 
ation for Mental Health in 1974 are Linden E. Wheeler and Gerridee Wheeler (no re- 
lation). Wheeler, a Sears executive, served this past year as president-elect, 


while Mrs. Wheeler was one of the Association's regional vice-presidents. Both 
are members of the NAMH Board of Directors. 


NAMH will hold its Annual Meeting and Mental Health Assembly this year in 
Atlanta, Ga., November 13-16, at the Hyatt Regency Atlanta. Highlights 
include 30 Workshops, professional and lay leader speakers. 


tiffs--seeks the release of more than $126 million in research, training, and al- 
coholism funds. Among those named as defendents were HEW Secretary Caspar W. 
Weinberger and 0MB Director Roy Ash. Discussing the case, Mrs, J. Skelly Wright. 
NAMH president, said, "It is our belief that the Administration has illegally im- 
pounded duly appropriated funds for specific NIMH programs," 


ELMO ——————————————— M— €—— MÀ 
Richard W. Flanagan 
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i its list 
The Federal Correctional System ku above will add Butner, N.C., to i 


"adi i deral 
of facilities in November 1974. (For a e ig tana Feder 
Center for Correctional Research, as it wi , 


ing lack of medical care 
i i sation report reveals shocking à 
er Medical Associa OP ations. The AMA survey a aay neil 
ned this country Sther things, that 65.5 percent of t ase responding 
P es 李 t aid facilities. Of particular inte P id 
(1,159) had only firs aimed the availability of a so 


f them cl i E "^ 
fact that only 21.1 percent o her! & psychologist on hand. Jails, the 
enc E eo put medical facilities for these services, 
survey showed, rely. o "as-needed" basis only. 


with physicians called in on an — 

i is the institution. That's 

I or corrections 1s t S | im 

vie TED unresolved Oe nt of the National Council on D collin 
of Milton G. Rector, pr Pi tution) absorbs 90 percent of the 


i : : he Ins i it contains 
Uu Uu ee A the correctional manpower, even though 


GorrectIo s. 
Ut a third of the offenders under jurisdiction at any one time 
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The Law and Mental Disorder 

Barry B. Swadron and Donald R. Sullivan 
Toronto: Canadian Mental Health Association, 
1973. 186 pp., $6.50. 


In 1962, the Canadian Mental Health Association 
appointed a committee to study the laws affecting 
persons with mental disorders. This committee, 
composed of doctors and lawyers, issued three reports: 
Hospital and Patient Care (1964); Civil Rights and 
Privileges (1967); and Criminal Process (1969). The 
present book is a compilation of these reports, revised 
and edited by two lawyers. It is divided into three 
parts corresponding to the three reports. 


The first examines legislation concerning psychiatric 
facilities and makes a worthwhile effort at identifying 
laws that are vague, outdated, or unnecessary. It 
points up some of the dilemmas inherent in providing 
effective medical care while also observing legal due 
process. Part two studies legislation that imposes 
restrictions on an individual's rights because of his 
mental disability. Considered in some depth are the 
limitations on the right to be a parent, manage 
Property, vote, and operate a vehicle. The third part 
looks at mental disorders and the criminal law; 
specifically, competency to stand trial, criminal 
responsibility, and indeterminate detention. 


The book does not always have feasible solutions for 
the problems it confronts. For example, it suggests 
that the legal framework should have a more 
individualized basis, but legislation must—of necessity 
— speak in general terms. And, of course, most 
proposals require more funds and more trained 
personnel. However, this should not discourage the 
search, and this book has much to offer. Tt is 
informative as to the present Canadian law and, more 
importantly, it offers recommendations and raises 
points that compel attention, 


To cite just one such recommendation, this study 
advocates that the criminal defense of insanity be 
abolished, except where there is a mandatory death 


penalty. In other cases, the mental condition of the 
accused at the time of the alleged offense would go to 
the question of disposition and not guilt or innocence. 


Lawyers study other legal systems to learn from them. 
Here, Canada is offering some recommendations that 
deserve consideration in this country. 

HARVEY COUCH 

Professor of Law 

Tulane University Law School 

New Orleans, La. 
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The Psychoanalytic Study of the Child 
Anna Freud, LL.D., D.S.C., M.D., et al 


New York: Quadrangle/New York Times Book 
Co., 1972. 700 pp., $12.50. 


Since 1945, the editors of this well-known annual have 
attempted to keep pace with the latest contributions to 
psychoanalytic theory, the problems involved in both 
normal and pathological development, and a variety of 
clinical papers describing applications for the child 
analyst and therapist. They have always succeeded, 
and this volume is no exception. 


It is particularly noteworthy and timely that the 
Developmental Problem section has been devoted to 
papers dealing with adolescence. There are excellent 
articles on such current issues as the social conscience 
of the adolescent, with a useful guideline for the adult 
who wishes to function as a youth leader; the 
psychology of crowds in relation to the activist 
movement; and nosological problems involved in 
heroin addiction. 


The Psychoanalytic Theory section is rich with papers 
dealing with the most recent thinking on some of the 
better known psychoanalytic concepts such as 
sublimation, narcissism, and internalization. Also 
included are two very informative research papers 
relating to problems in the conceptualization of early 
object relationships. These explain and review very 


: 
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satisfactorily the concepts of needs satisfaction and 
need-satisfying relationships and object constancy. 


The clinical contributions dealing with analytic 
material and techniques are varied and illustrative. 
si case material ranges from an atypical child to a 
atency boy with neurodermatitis. 


eet useful is a relatively new section on 

sychoanalysis and the Law that contains some very 
practical material for those concerned with foster 
home placement. 


ar in the mental health field interested in the 
au aac research and theory and its 
adi i application will find this volume a rewarding 
ition to their reading and reference library. 
ROBERT A. SOLOW, M.D. 
Associate Clinical Professor of Psychiatry 
University of California, Los Angeles 
School of Medicine 
Los Angeles, Calif. 


站 
Journey Out of Nowhere 
pr Covert Smith 

aco, Tex.: Word Books, 1973. 124 pp., $3.95. 


rues book describes the experiences of a 32« 

ieri wife and mother of four young children who 

for whi y experienced a severe depressive reaction 
ich hospitalization was required. 


s diti is a free-lance writer who writes in an easy 
of those Heic about her reactions and the reactions 
Suggestion ie her. She makes many poignant 
Others ar : or how relatives of the mentally ill and 
he Sonne ond them should deal with these people- 
she had eren the personality and other assets that 
ich helped her overcome her illness. 


ba is an appeal for the public to put aside their 

and Pe ane and guilt regarding mental illness 

numbe piai of the staggering statistics regarding the 
er of persons who require psychiatric treatment. 


Gene Usdin, M.D. 


Hopefully, it should help more persons to be open 
about their own mental problems and those of others. 
GENE USDIN, M.D. 
Clinical Professor of Psychiatry 
Louisiana State University 
School of Medicine 
New Orleans, La. 
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The Art of Helping 
Dr. Robert R. Carkhuff 
Amherst, Mass.: Human Resource Development 


Press, 1972. 


This is truly an innovative book. Dr. Carkhuff has 
translated his knowledge gained from over a decade 
of work and research in psychotherapy and counselor 
training into an understandable and highly readable 
book—one designed to teach both laymen and 
professionals the basic counseling skills. 


The author teaches these helping skills in a straight- 
forward and systematic manner. Beginning with the 
simplest behavior of attending to the helpee, he guides 
the reader into the increasingly more complex skills 
involved in responding to the helpee’s frame of 
reference and initiating from the helper’s frame of 
reference. The helping skills are introduced in the 
same sequence as they occur in the helping process, 
with each new skill building on the previously learned 
skills. Each helping skill is first explained to the reader, 
examples are provided, and then the reader is given 
an opportunity to practice these behaviors. 


The format of the book adds immensely to the skill 
learning process. Each page contains one main 
learning point that is cleverly reinforced by a drawing 
and the drawing caption. The book should prove 
extremely valuable to parents. teachers and 
paraprofessionals, as well as beginning professionals. 

WILLIAM A. ANTHONY, PH.D. 

Assistant Professor 

Department of Rehabilitation Counseling 

Boston University 

Boston, Mass. 
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The Crisis Team: 

A Handbook for Mental Health Professionals 
Drs. Julian Lieb, lan Lipsitch, and Andrew Slaby 
New York: Harper Row, 1972. 186 pp., Paperback. 


Crisis intervention has become more prominent, even 
as the disparity between mental health needs and 
available services has become more obvious, The three 
authors of Crisis Team, all Psychiatrists, preface their 
text with the assertion that if a more equalitarian 
distribution of services through social classes is to 
occur, much of the evaluation and care of patients 

will have to be entrusted to the important body of 
non-physician mental health workers. 


Crisis intervention through use of a crisis unit is 
Proposed. The technique centers on the crisis as a 
turning point for the crisis patient. Adaptive 
mechanisms that have established their equilibrium 
and have sufficed before are either inadequate or 
inappropriate for the stress they face. 


n ort 9m staffing patterns to 
computerized intake forms, 


The book's weakness lies in its inability to portray the 
non-physician mental health i 


traditional roles. It remains t 


not necessarily bad, it certa 


inly is not new nor an 
answer to the problem pose 


d initially by the authors. 
They do not address the m 
who experience emotional 
physician nor those without à doctor and too often 
without the means of information to Obtain one, In 
short, they do not address the problem beyond 
clinical walls. 


ental health needs of those 
crisis and cannot reach a 


GORDON RALEY, M.s.w. 
New Orleans, La. 
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People in 
Pictures 


Two major films about the work the National ^ — 
ation for Mental Health are part of the extens 
library of films available. 


Only Human, a 30-minute color film, starring Barry - 
Sullivan is must viewing for anyone interested in rie 
mental health is all about. This is a film that is Eds 
and entertaining. Its everyday language, sights an 
sounds bring new perspective to many of the 
commonplace ways in which we often express our 
attitudes toward emotional problems, tension and 
anxiety—and mental health. 


Citizens Who Do Make A Difference, a 15-minute color 
film about the vital work of the more than one million 
citizens throughout the Nation working in behalf of : 
the mentally ill. Citizens . . . takes the viewer on a trip 
through the activities of these citizens as they work 
at the national, state, and local levels. It portrays - 
people such as yourself Serving a vital cause to bring 
about better care and treatment for the mentally ill. 


Both of these important films can be ordered through " 
the National Association for Mental Health, 1800 Nort 


Kent Street, Arlington, Virginia 22209. Simply send in 
the order blank below. 


We wish to purchase .... prints of Only Human et $300 per 
print ($150 for NAMH members). 


[] We wish to purchase . 
Difference at $90 per print. 


JOURNEY 


A 28'/»-minute color film, which follows 
Only Human, answers many questions 
beyond those raised in the first 
Successful NAMH film. 


For more information and ordering details, 
contact: 


NAMH Film Service 
P.O. Box 7316 
Alexandria, Virginia 22307 


ams. 
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-+ Prints of Citizens Who Do Make A À 
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PUBLICATIONS 


olicy and Position Statements (Free on request) 


ABORTION 
CHILD DEVELOPMENT CENTERS 
CIVIL RIGHTS OF MENTAL PATIENTS 
[] THE DISADVANTAGED 
FACILITIES AND SERVICES FOR THE GERIATRIC 
MENTAL PATIENT 
FAMILY LIFE AND SEX EDUCATION 
HOMOSEXUALITY 
JOINT COMMISSION ON MENTAL H 
s EALTH 
OF CHILDREN REPORT 
O MANPOWER 
MARIJUANA 
L MARRIAGE COUNSELORS 
口 
口 


MENTAL HOSPITAL/LABOR-MANAGEMENT DISPUTES 

MENTALLY ILL AND THE LAW 

NATIONAL HEALTH INSURANCE 

PASTORAL COUNSELING 

PSYCHOSURGERY 

RIGHT TO TREATMENT 

Eben ee FOR LABOR PERFORMED BY STATE 
ENTAL PATIENTS 

SUICIDE PREVENTION 

THIRD PARTY PAYMENTS FOR THERAPISTS 


00 


New and Revised Pamphlets 


ri CENE ILLNESS BE PREVENTED? $2.20 per C. 
ILLNLERGYMAN'S GUIDE TO RECOGNIZING SERIOUS MENTAL 
Ess. $8.10 per C. 
SR.]QNISTERING TO FAMILIES OF THE MENTALLY ILL. 
-10 per C, 
pcre ee AND MENTAL HEALTH. $8.10 per C. — 
up-to-dat ABOUT MENTAL ILLNESS, $1.10 per C. Basic 
ate statistics. 

Stns  TatOG: Free. Selected films for mental health 
White DIN UP AIN'T THAT EASY. $1.20 per C. Dos and 
HOW or dealing with the emotionally disturbed. " 

HOW TO DEAL WITH YOUR TENSIONS. $7.50 per C. 
THE Mi), INVOLVE ETHNIC MINORITIES AND THE POOR 
OE HEALTH ASSOCIATION. $12.50 per C. " 
per C [Mis IN MODERN MENTAL HEALTH CARE. $5.7 
illness. Tent thinking on insurance coverage for men 
-| ME EIU COST OF MENTAL ILLNESS. $23.10 per M. 
How a ONE IN NEED OF HELP. $2.30 per C o ü 
How e DEAL WITH MENTAL PROBLEMS. $7.5 Bu 
* MANUA O RECOGNIZE AND HANDLE ABNORMAL PEOP "d 
O some ECR POLICE OFFICERS. 806 each or $55 per S 
EMOTIGR THINGS YOU SHOULD KNOW ABOUT MENTAL A 
WHAT E ILLNESS, $2.00 per C; $16.35 per M. 
$1.35 per Q «^Y CHILD NEEDS FOR GOOD MENTAL HEALTH. 
M peres THINGS Go wnoNo. $9.00 per C. 
edition) 4L, ILLNESS: A GUIDE FOR THE FAMILY 
i 


IN 


(revised 
n). 80€ each. Handbook for families of the mentally 


On 

A 

O Win UBLICATIONS CATALOG. Free. - 
HEAL YOU CAN FIND INFORMATION ON "ui 


TH ! 
Pere ^ND MENTAL ILLNESS: A BIBLIOGRAPHY. 


To order, write NAMH Publications Dept., 
1800 No. Kent. St., Arlington, Va. 22209 


Joint Information Service Publications 


CHILDREN AND MENTAL HEALTH CENTERS, $6.00 each. 
ELEVEN INDICES. $4.00 each. 

HALFWAY HOUSES FOR THE MENTALLY ILL. $6.00 each. 
L] MENTAL HEALTH ON THE CAMPUS: A FIELD REPORT. 
$7.50 each. 

L] HEALTH INSURANCE FOR MENTAL ILLNESS. $2.50 each. 
PARTIAL HOSPITALIZATION FOR THE MENTALLY ILL: 
A STUDY OF PROGRAMS AND PROBLEMS. Cloth: $6.00 each; 
4 or more copies $5.25 each. Paper: $4.00 each; 4 or 
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